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HE UNDERLYING or fundamental purpose of this 

symposium of papers on cancer has been to 
bring us all up to date on what has been and is being 
accomplished here and elsewhere in the field of 
cancer control. We are interested to know what, if 
anything, has resulted from the world-wide efforts 
to overcome this dread disease in the last fifty years 
or more, since the perfecting of radical surgical 
procedures and of radium and x-ray techniques 
began to make cancer cures possible. What has been 
the result as measured in a decreased cancer death 
rate? Is there a ray of hope from past experience 
to prognosticate better things for the future? Lack- 
ing still the fundamental cause for the change from 
normal to cancer cell have we the means now at our 
disposal to believe that improvement in diagnosis 
and treatment is in sight and what are these means ? 


An Effective Cancer Control Program 


All authorities seem now agreed that best results 
in the diagnosis and treatment of cancer come where 
there is a real cooperative effort by all the elements 
in a community, i. e., a Cancer Control Program. 
This program includes: 


(1) Lay education in early signs and symptoms 
of cancer. 


(2) Professional education in the latest methods 
of diagnosis with stress on getting the profession 
to be aware of cancer possibilities and on the 
lookout for cancer in all their examinations for 
whatever cause. Included also in the Cancer Con- 


* Presented at the Cancer Conference for Rhode Island 


Physicians, at Providence, November 17, 1948. 
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trol Program must be fundamental research not 
only in the clinical field, but in the basic sciences 
of physics, chemistry and biology. 

That such a Cancer Control Program is effective 
has been shown already by a definite downward 
trend in cancer death rates which began in the 
middle nineteen-thirties. Lombard’ notes that this 
trend first appeared in Massachusetts and attributes 
this to the fact that Massachusetts .was the first 
state to develop an integrated Cancer Control Pro- 
gram. The drop in death rate for the country as 
a whole is apparent in the reports of other states as 
Connecticut,” in the reports of the National Cancer 
Institute and of the Metropolitan Life Insurance 
Company “Health Progress 1936-45’". Sharing 
credit in this campaign of cancer control are the 
U. S. Public Health Service, the State Health 
Department Programs and the American Cancer 
Society, with large credit on the lay education side 
going to the Womens’ Field Army. 
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In the field of cancer of the female genitalia the 


educational efforts have reaped perhaps their great- 


est rewards. Graph 1 shows our experience at the 
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Rhode Island Hospital with approximately 800 
cases of cancer of the cervix from 1926-48. The 
incidence by stages of advancement of the disease 
is given. Stage 1 includes the small early lesion less 
than 4 of one lip of the cervix. Stage 2 includes 
up to complete involvement of the cervix without 
fixation of the paracervical or parametrial tissues. 
Stage 3 includes advancement beyond the cervix up 
to fixation on one side of the parametrium. Stage 
4 includes the completely fixed or frozen pelvis 
with invasion of bladder, rectum and/or pelvic 
viscera. The cases have been grouped by three 
year intervals. It will be noted that the percent 
of Stages 1 and 2, i. e., early cases have shown a 
small but definite trend upward in the last ten 
years while the more advanced Stage 3 shows a 
distinct downward trend. The percentage of 
Stage 4 cases started downward from 34% in 1926- 
28 and has been 21% or below in the last ten years. 
This seems to mark an improvement in our locality 
in early diagnosis. 

(3) Registration of cancer cases with follow- 
up of treatment and results. 

This is in many states a function of the Depart- 
ment of Health. These cancer statistics are highly 
valuable and practically essential in the evaluation 
of the cancer problem and the treatment of cancer. 

(4) Cancer Detection clinics for well persons. 

Since the signs and symptons of some forms of 
cancer occur only in the late stages of the disease, 
periodic cancer examinations where the principle 
purpose of the examination is the search for cancer 
seem necessary. At present the function of the 
formal Cancer Detection Clinic seems to be ex- 
perimental (a) to determine how much cancer 
can be discovered in this way in apparently asym- 
ptomatic normal people ; (b) to determine the best 
type of general cancer examination which may be 
available at low cost and utilizable in the general 
practitioner’s office, the ideal being to have all 
practitioners conscious of and on the lookout for 
cancer, together with a knowledge of proper 
methods of cancer diagnosis. 

(5) Effective treatment: 

We have, at present, radium, x-ray and surgery 
for treatment of cancer of the female genitals. 
There is no drug yet available to cure this disease. 
While the use of certain hormones apparently 
alleviates symptoms and prolongs life in cancer 
of prostate and breast, they have not yet cured 
and there is no known effect of hormones in arrest- 
ing this disease in the uterus. 

With these general statements to point up the 
cancer problem in general, we now pass on to dis- 
cuss the subject “Cancer of the Uterus.” 

The subject is especially important because of 
the relatively high incidence of cancer of the uterus. 
About one-quarter of all women who die of cancer, 
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die of cancer of the reproductive organs. In 
general, about 80% of the cancer of the female 
reproductive organs is cancer of the uterus.* Can- 
cer of the uterus is important because it is readily 
recognizable in its early stages and is accessible to 
treatment with radium, x-ray and surgery. When 
treated in its early stages, a high rate of cure is 
attainable. 
Early Recognition — The Patient 

If early recognition is essential to successful 
treatment of cancer of the uterus, what means have 
we to accomplish it? First comes a consideration 
of the patient. Are there any points in the history 
or physical characteristics which should make us 
alert to the possibility of cancer? 

(a) Age 

Cancer of the cervix uteri is a disease occurring 
for the most part in the reproductice period and 
most frequently in the late reproductive period 
between 30-50 years of age, while cancer of the 
corpus occurs most frequently at or beyond the 
menopause between 50-70 years of age. 

(b) Race 

There seems to be some immunity to cancer of 
the cervix among Jewish women. Corscaden* 
found only one case of cancer of the cervix out of 
765 cases in his series in a Jewish woman. Our 
Rhode Island Hospital figures show two cases in 
Jewish women out of 895 consecutive cases. No 
such immunity seems to occur in corpus cancer 
according to Corscaden. In our series, however, 
only three of the 248 cases were Jewish women. 

(c) Color 

The negro woman seems to have more cancer of 
the female genital organs according to the Metro- 
politan Life Insurance Company as shown in their 
tables.” 

(d) Bodily habitus and economic status 

Corscaden* notes that cancer of the corpus occurs 
more often in females who are overweight, with 
broad shoulder and hips and small hand and feet, 
and who are economically secure. There were 47% 
private patients with corpus against 23% private 
patients with cervix cancer in his series. 

(e) Marital status and fertility 

Cancer of the cervix seems to be essentially a 
disease of the married women, 97% of our cases 
being married; while cancer of the corpus occurs 
in somewhat greater numbers in the single or 
childless women. Twenty-four percent of Corsca- 
den’s‘ patients were unmarried, only 12% of ours. 
Thirty-seven percent of Corscaden’s* corpus cases 
were infertile, 33% of our corpus cases were in- 
fertile. In cancer of the cervix infertility was 16.6% 
or half as much. 

(f{) Heredity 

There is no real scientific evidence yet available 
as to the part heredity plays in the etiology of 
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human cancer because of the obvious complications 
involved in tracing family histories. However, 
extensive animal experimentation shows that there 
is a definite hereditary factor. 


(g) Age at menopause 

While there is some variance in published reports 
as to significance of delayed menopause, there 
seems to be a general opinion that cancer of the 
corpus is more frequent when the menopause 
occurs after age 51. Randall’ supports this opin- 
ion by a study in which he found that 35% of the 
women treated for adenocarcinoma of the uterus 
menstruated to their 51st year or more. 


(h) Preclimacteric Hemorrhage 

Randall’ found in his study that adenocarcinoma 
of the corpus was 34x as frequent in a group of 
women who had excessive preclimateric bleeding 
after forty years of age than it was in a normal 
group who did not bleed excessively. Corscaden’® 
found approximately the same incidence (three 
fold) in women who were treated by radio-thera- 
peutic menopause for preclimateric bleeding. 


(1) Postclimacteric Bleeding 

Any case of postclimacteric bleeding deserves 
immediate attention. Published reports all seem 
to agree that about 50% of postclimacteric bleeding 
is due to uterine cancer. Although stilbesterol has 
its place in the treatment of postmenopausal sym- 
ptoms, its injudicious use is to be condemned, for 
Gusberg’ of the Sloane Hospital in New York 
reports five cases of adenocarcinoma of the uterus 
developing following prolonged stilbesterol admin- 
istration. Dr. George Smith* of the Free Hospital 
For Women reports that 20% of their granulosa 
cell tumors of the ovary after menopause have an 
accompanying cancer of the endometrium. Con- 
versely, Randall’ states that rarely, if ever, do you 
see adenocarcinoma of the endometrium in a female 
with hot flashes, or with atrophic vaginal mucosa. 
Scheffey® noted the high incidence of diabetes in 
his cases of cancer of the uterus. All this seems 
to indicate that prolonged estrogen stimulation can 
lead to cancer, and that some hormone imbalance 
may be active in these cases. 


Early Recognition — The Lesion 


(a) Schiller Test” 

The Schiller test is based on the fact that the 
squamous epithelium of the pars vaginalis of the 
cervix is rich in glycogen. It normally stains a deep 
mahogany brown when painted with the iodine 
containing solutions commonly used. These are 
Lugol’s solution or Gram’s solution, the latter being 
slightly weaker. Cancer epithelium, however, is 
glycolytic and cells not containing glycogen do not 
take up the stain, thus appearing much lighter than 
the adjoining glycogen rich areas. It must be 
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pointed out that certain nonmalignant conditions 
have a glycolytic effect on the squamous cells of 
the pars vaginalis and, in addition, the cells of the 
endocervix do not take the stain very well and 
would appear lighter. The value of the test lies 
in its ability to demonstrate suspicious areas — 
areas which must be biopsied. 


(b) Biopsy 

All suspicious lesions of the cervix deserve an 
immediate biopsy. This can be accomplished either 
with one of the many biopsy punches now available 
or by cutting a wedge of tissue out of the cervix 
with a scalpel under local anesthesia. Endometrial 
biopsy is another diagnostic aid in finding cancer 
in its early stages. It is not without danger because 
of the possibility of perforation of the uterus. 
However, this can be minimized by determining 
the position of the uterus by bimanual palpation 
and the course of the cervical canal with a small 
sound, 


(c) Vaginal smear 

Twenty years ago Papnicolaou” discovered that 
exfoliated cancer cells could be seen in the vaginal 
secretion of women with uterine malignancy. In 
1943 he and Traut’ described a method for the 
taking and staining of vaginal smears for the diag- 
nosis of uterine cancer. Since then, there have been 
many reports from clinics all over the country 
citing their experiences with the vaginal smear. 
The method is definitely more accurate in detecting 
malignancy of the cervix, than for the endome- 
trium. The reason being that whereas cancer of 
the cervix is an exfoliative type of lesion—cancer 
of the endometrium is not. The value of the 
method lies in its ability to screen large masses of 
people to detect the presence of early cancer. 


Treatment 


The treatment of cancer of the corpus and cervix 
by radium, x-ray and surgery is both definitive and 
adjunctive as shown by the chart. 


TREATMENT CORPUS CERVIX 
Radium Adjunctive Definitive 
X-ray Adjunctive Adjunctive 
Surgery Definitive Adjunctive 

Results 


There has been a general improvement noted in 
the last ten years across the country in the results 
of treatment of cancer of the uterus. Our cases 
have been graded in clinical stages according to the 
extent of the disease. We use the Schmitz” classi- 
fication for our cervix cases and the Healy” classi- 
fication for the endometrium. Each classification 
consists of four clinical stages. Our results can 
be best shown by the use of graphs. 


Continued on next page 
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Graph 2 shows the curves of survival rates per- 
cent from one to five years after treatment for each 
clinical stage of 668 consecutive cases of cancer 
of the cervix at the Rhode Island Hospital from 
1926-42. The high five year survival rate of 83% 
in Stage 1 and the somewhat lower rate of 59% 
in Stage 2, shows graphically what can be done in 
the early groups. One notes that the survival rate 
in Stage 3 is only one-half that of Stage 2. While 
the salvage in Stage 4 is to all intents 0. 
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YEARS OF SURVIVAL 
Graph 3 shows the curve of salvage in 134 con- 
secutive cases of cancer of endometrium at the 
Rhode Island Hospital from 1924-42. In the early 
Stage 1 cases the five year survival rate is 80% as 
compared to 83% in the Stage 1 cervical group. In 
Stage 2 the five year survival rate is 48% compared 
to 59% for Stage 2 of cervical cancer. It is about 
the same for Stage 3, 25% five year survival for 
endometrial cancer and 29% for the cervix. Again 
zero five year survival for Stage 4. 
Graph 4 shows comparative curves for cancer 
of the cervix and endometrium. 
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These graphs tell the story. They show why we 
are so anxious to get the early case and point up 
the need for an all out effort in lay and professional 
education. 

Summary 

(1) Cancer of the uterus is very important 
because it stands almost equally with breast cancer 
as a cause of death in the female population, i. e., 
about one-fourth of all women who die of cancer, 
die of cancer of the reproductive organs and about 
four-fifths of them die of cancer of the uterus. 
Cancer of the uterus is accessible to treatment in 
its early stages and can be diagnosed in its early 
stages. 

(2) The relation of age, race, color, body 
habitus and economic status, parity and fertility, 
heredity, age at menopause, preclimacteric and 
postclimacteric hemorrhage has been discussed. 

(3) Methods of examination to detect cancer 
of the uterus in its early stage ; Schiller test, biopsy 
and vaginal smears have been reviewed. 

(4) Treatment and five year survival rates with 
the effect of early recognition and treatment in the 
improvement of results have been shown by graphs 
for cancer of the endometrium and cervix. 


Conclusions 
There is already apparent an improvement in re- 
sults of cancer treatment which is shown in a 
declining death rate for cancer of certain organs. 
This improvement is thought to have been brought 
about by effective cancer control measures and by 
improved techniques in x-ray, radium and surgical 
treatment. 
Bibliography 
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ye PRINCIPLE involved in Cancer Detection 
Clinics is nothing new, but the method by 
which the principle is actually put in practice dates 
back barely eleven (11) years. 

The idea that annual or even better, semi-annual 
examinations will help detect early disease of what- 
ever nature is certainly a sound one. But it took the 
ever-increasing ravages of that more and more 
dreaded disease, cancer, to start a popular ball roll- 
ing that has caused state after state to establish 
clinics that are hopefully believed to be finders of 
cancer in such an early state that the prospect of 
cure is much increased. Whether these clinics are 
adequate in scope to have much effect on the prob- 
lem as a whole is debatable. But we can at least 
begin with the proposition that the principal is 
sound and then by a description of the working of 
these clinics and the results obtained, come to some 
conclusion as to their present and future value. 


First, a little as to their history. In 1937 a very 
intelligent and far-seeing woman doctor in New 
York, Dr. Elise L’Esperance decided to start a 
clinic at N. Y. Infirmary for Women and Children 
where women could come for a thorough physical 
examination twice a year. The examination was 
to be directed particularly against cancer. She was 
encouraged to establish this clinic by Dr. James 
Ewing who was, as you know, a celebrated worker 
in the cancer field. 

This was not a free clinic. Examinees were sup- 
posed to pay a moderate fee on admission to the 
clinic and additional small sums at subsequent 
visits. 

The clinic was such a great success that in 1940 
Dr. L’Esperance opened a second clinic at Me- 
morial Hospital, and for these eight and eleven 
years respectively these two clinics have been oper- 
ating to capacity. Just how many cancers have been 
picked up in that time makes very little difference. 
The main thing is that their continued popularity 


*Presented at the Cancer Conference for Rhode Island 
Physicians, at Providence, November 17, 1948. 


points to the fact that they have been and are filling 
a long-felt want in that the examination gives the 
examinee the comfortable feeling that for the mo- 
ment at least he or she is free of cancer. Whether 
such a feeling is justified is naturally debatable. 
In 1938 Dr. Catherine Macfarlane in Philadelphia, 
another woman doctor, gathered together a group 
of 1000 women of various ages who agreed to sub- 
mit to semi-annual examinations for a five (5) 
year period to find out how many early cancers of 
the uterus or precancerous conditions would be 
found in a non-selected group of our population. 

It was the popular appeal engendered by these 
two clinics and the demand for the establishment 
of more of the same sort, that stimulated the Amer- 
ican Cancer Society to ask Dr. Crowell, Associate 
Director of the American College of Surgeons, to 
head a committee to draw up a plan of organization 
for such clinics. At the same time, the College was 
asked to take the responsibility of approving or 
disapproving the clinics as they were established. 

A proper name for the clinics was discussed by 
the committee. Cancer Prevention Clinics was of 
course discarded for no clinic ever prevented can- 
cer. ““Well Persons’ Clinics” was perhaps the best 
suggestion but the word “cancer” is so uppermost 
in the public’s mind that “Cancer Detection Clinic” 
is the name most popular and the one that will stick. 

The approval of the local Medical Society was 
made the very first requisite for the establishment 
of a clinic. Then the clinic must be established in 
connection with an institution where particular 
examinations such as x-ray of the stomach or colon, 
or bronchoscopy could be done if required. 

Before our first clinic was started here in Rhode 
Island some three years ago, the approval of the 
Rhode Island Medical Society was asked for and 
given. Then the Hospital staff was approached 
for approval and finally the superintendent was 
asked to arrange a time and place when and where 
the clinic could be held. 

In Rhode Island the State Department of Health 
has a Division of Cancer Control and from funds 
voted by the General Assembly to this Division 
money was obtained to pay the doctors operating 
the clinic, and the Department also furnished a 
secretary, nurses and the laboratory personnel to 


take blood and do urines. The cost of necessary 
Continued on next page 
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materials such as typewriter, record sheets, filing 
cabinets, gowns, etc. was borne by the Rhode 
Island Cancer Society. Appointments to the clinic 
were made in the State House. 

If the number demanding admission to the clinic 
is any criterion, it was a success from the very 
beginning. After about two years of operation the 
backlog of applications became so large that two 
(2) more clinics were established at the Rhode 
Island Hospital. In the meantime a clinic was 
started at Memorial Hospital and another at New- 
port hospital. And still the demand continues to 
increase to such an extent that the end is not yet. 

Now, even after the experience of three (3) 
years’ operation it is hard to estimate the value of 
such clinics. The idea has grown to such an extent 
in the few years the clinics have been operating 
and the numbers going to the clinics are so great 
that figures compiled do give some idea of what 
has been accomplished. Several questions can be 
asked and their answers may help determine 
whether they are worth the time and expense inci- 
dent to their operation. 

First of all, do the clinics unearth early cancer 
or other conditions needing treatment? That ques- 
tion can certainly be answered in the affirmative. 
Figures vary greatly from different clinics depend- 
ing upon whether or not they refuse or accept 
examinees having symptoms. Here in Rhode Island 
in our five clinics where only the symptomless are 
accepted we have found some form of cancer in 
about one (1) in each hundred examined. On the 
other hand, a great variety of other conditions 
needing treatment have been found and the indi- 
viduals sent back to the family physician. 

Is the examination done in the clinics more ex- 
tensive than can be done in a doctor’s office except 
at prohibitive expense? Yes, it is, for in most clinics 
a Wasserman is taken routinely, a blood count is 
made, a chest film taken, and in some a Papani- 
colaou smear done, and where indicated a barium 
enema or x-ray of the stomach or colon at addi- 
tional expense borne by the examinee. 

Do the clinics interfere in any way with the 
average physician’s practice ? No, they do not. Since 
no treatment is given at any of these clinics, physi- 
cians have referred back to them for advice and 
treatment patients they would not see otherwise. 

Do the clinics reach persons in the stratum of 
our society that need a careful going over twice a 
year more than the average because of their posi- 
tion of breadwinners in the family? The experi- 
ence of our clinics is that we do not touch this 
group. In the first place, our clinics are held at a 
time when people in industry are working, and 
even if the clinics were held in the evening, it is 
very doubtful whether very many would be willing 
to spend their free time after a hard day’s work 
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being examined for disease when they feel per- 
fectly well. 

One of the large cotton mills in Alabama has 
solved the problem to the satisfaction of all by 
having a Health Center in the mill, where each 
employee is examined twice a year. If this scheme 
works well in Alabama perhaps our own manufac- 
turers can be brought to see its wisdom. 

Are most of the people coming to such clinics 
financially able to pay a private physician a reason- 
able fee for their semi-annual examinations? Yes, 
they are, but they go to the clinics because they feel 
they are getting a more thorough examination there 
than their own family physicians would give them. 
While this is litera'ly true in the main, it is also true 
that any wide awake physician who will spend the 
time to go over the skin, mouth, breasts, abdomen, 
pelvis and rectum, and will listen carefully to the 
recital of any slight symptoms that might be sug- 
gestive of trouble in the stomach or chest and en- 
large the scope of the examination accordingly will 
most certainly unearth as many early cancers as do 
the clinics. The great trouble in the past has been 
that the busy practitioner was loath to spend time 
examining supposedly well persons. Now that the 
demand has come and is increasing, he will be 
obliged to take on one more duty and spend a 
large amount of valuable time hunting for disease 
that is probably not there. He can be assured of this 
though—if he does find one very early cancer even 
after carefully examining a hundred or more per- 
sons, he will be well repaid for his labors by bring- 
ing that one individual to treatment at a time when 
elimination of the growth will more certainly result 
in cure. 

Do not forget also that the demand education has 
created for periodic examinations will give the 
vociferous few who are demanding State Medicine, 
with its Health Centers and the rest of the para- 
phernalia to lull people into thinking they are get- 
ting something for nothing, another chance to 
shout of the dereliction of the Medical Profes- 
sion unless that demand is met by the doctors them- 
selves. 

One very serious fault with our clinics is the 
fact that appointments must be made a year and 
sometimes even more than a year in advance. 
Apparently we are not alone in this—clinics in 
other states report the same difficulty. 

It isn’t practical to see more than fifteen (15) 
examinees in the time allotted by the hospital for 
each clinic. Also, some of the examinees seen each 
week are return cases so that the three clinics at 
the Rhode Island Hospital see approximately 
thirty-five (35) new examinees each week. Sup- 
pose the Pawtucket Memorial Hospital’s one clinic 
sees a third as many—say twelve (12) ; giving a 


total from the four clinics of 2444 women in the 
continued on page 23 
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HE CAUSE and cure of cancer is one of the most 

pressing problems that the medical profession 
has to face. Considerable research work is being 
done and yet not enough. 

The Government would be doing far more eff- 
cient work if it would spend its millions on prob- 
lems such as cancer and other chronic ailments 
rather than attempt to socialize medicine. and de- 
stroy initiative and research along these lines which 
would follow advent of state medicine. 

Sure cures for cancer are still occasionally being 
advertised. New discoveries in the cancer field are 
being published prematurely. This is not the fault 
in many cases of the physicians doing the investi- 
gating. Most often it is due to the ambitious writer 
or newspaper looking for news, and a true cure for 
cancer would be news. 

Speaking of publicity, I feel that tumor clinics 
and cancer detection clinics are not publicized 
enough as these clinics together with the alert phy- 
sician in private practice are our only up to date 
weapons for curing cancer. By that I mean, X-ray, 
radium and surgery can be used to eradicate malig- 
nancy successfully only when these cases are rec- 
ognized early. 

This is where the tumor clinic plays.its part for 
with any doubtful tumor mass sent to the clinic, 
the patient receives an opinion of a group of ex- 
perts in all fields of medicine who are intensely 
interested in cancer plus full diagnostic facilities 
including all laboratory tests. 

It is my belief that the cancer detection and 
tumor clinics should be under the same head and 
it is also my opinion that in the present set-up, a 
detection clinic does not cover the amount of 
ground that it should because of the physical im- 
possibility of seeing this number of patients year 
after year as compared with the potential cases in 


the field of practice outside. 
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Some system of examination by the practitioner 
(complete physical) in his office with special refer- 
ence to cancer should be made on certain days of 
the month and full publicity given by the medical 
society, newspapers, etc. to have the public look 
forward to this week or weeks as is done in many 
of our drives, such as, community chest, infantile 
paralysis, etc. 

Detection and tumor clinics in all hospitals in the 
country while it would help, it still would not be 
enough. 

In the formation of a tumor clinic, the American 
College of Surgeons recognizes three types of 
tumor clinics: 

1. Cancer clinic offering full diagnostic facilities. 

2. Diagnostic cancer clinic—I presume a detec- 

tion clinic could come under this heading. 

3. Hospital departments conducting acceptable 

cancer clinics. 

Starting with the last classification, it usually 
refers to a large hospital with a trained staff in one 
particular department, although a smaller hospital 
might carry it out in one particular department. As 
an example, the gyn. department at the Rhode Is- 
land Hospital started by Dr. H. C. Pitts and carried 
on by Dr. George Waterman and associates. Many 
valuable contributions and much information has 
come from this clinic. 

Taking classification No. 2, a well trained group 
in any hospital, either large or small, may receive 
this classification. Many smaller hospitals are com- 
bining their laboratory facilities. As an example, 
we have potential cancer clinics possible in all the 
small hospitals as a result of the Rhode Island 
Pathological Institute started by the Rhode Island 
Medical Society and Dr. B. Earl Clarke, now of 
St. Luke’s Hospital, New York. 

Now coming to the first classification, we have 
four hospitals in Rhode Island qualified for this 
type, Rhode Island Hospital, St. Joseph’s, Roger 
Williams and Memorial. The combined average of 
cases seen on a clinic day is 73. Memorial Hospital 
alone averages 39 cases per clinic day. 


PERSONNEL OF TUMOR CLINIC: 
The success of this clinic is dependent on the 
type of physician selected for the director more 


than on any other of the hospital clinics. He must 
Continued on next page 
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be intensely interested in cancer work—a surgeon, 
pathologist, radiologist or medical man. (The Col- 
lege of Surgeons prefer a surgeon.) He must have 
the backing of the trustees and staff, particularly in 
reference to attendance of staff members who sign 
or are appointed to the clinic. This attending is 
important because the cancer patient is of a peculiar 
temperament, and if he feels that he is being passed 
along from one physician to another, he fails to 
show up for examination. This is true, particularly 
when the patient has been operated or lesion eradi- 
cated by one of the various methods of treatment. 
He feels that the clinic has lost interest in his case 
and makes more work for the social worker to 
follow up. 

The chiefs of service should be members either 
in an active or consultant capacity, and if the latter 
should appoint an able man and be interested 
enough to see that he reports back to the depart- 
mental conference all the progress of the cases 
referred to the clinic. 

The nucleus of any clinic of this type should be 
an internist, surgeon, radiologist, pathologist and 
dentist. Younger men should be encouraged to 
become members of the tumor clinic, to grow up 
with it so to speak, and eventually take the places 
of the older men in the various specialties. Active 
members outside of the nucleus should be special- 
ists in every department of medicine and surgery 
if your clinic is to be a success. 

Recently, photography has come to play an im- 
portant part, that is, in photographs of the lesion 
itself and follow-up pictures until end result has 
been obtained, but equally important is a full face 
photograph of the patient to be placed on the front 
of the record so that in future discussions with the 
staff, a picture will recall the patient’s case much 
better than even a name or a description of either 
patient or lesion. Many physicians are found to be 
camera enthusiasts, and with some professional 
help in a technical way, the expense of this depart- 
ment is not as large as it might appear to be. 


TUMOR CLINIC PATIENTS: 

Considerable publicity to the entire profession 
including repeat notices should be sent either by 
the clinic to the physician in that radius about send- 
ing in cases of suspected tumor growth for diag- 
nosis. That could be one of the projects of the local 
cancer society. I feel that not enough attention is 
given to this part of the clinic. Also, repeated invi- 
tations to the physicians in the area to visit the clinic 
not only when their cases are being discussed, but 
at other times as well. We speak about educating 
the public in cancer but we also need to educate the 
members of the profession, that is, to make them 
more cancer conscious than they are at the present 
time. 

When a case is referred to a tumor clinic, it is 
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the responsibility of the director to see that ethics 
are carried out and be sure that the case with a 
full report is sent back promptly to the doctor send- 
ing the case. The social worker should follow up 
this case with a call first to the physician’s office to 
see if he has a complete knowledge of the case and 
to be sure that the patient has returned to him. If 
not, a call to the patient or a personal visit insisting 
that this is carried out. The referring physician may 
then carry out the treatment prescribed or if he does 
not feel qualified may send the patient to a physi- 
cian who is, or if in his opinion it should be turned 
over to the clinic, he may do so. Here again the pa- 
tient will be more inclined to carry out any proce- 
dure if the family doctor in whom he or she has 
confidence has talked it over and recommended that 
this be done. 

When the position of the patient has been classi- 
fied, a thorough explanation by the tactful director 
should be given, not necessarily disclosing that the 
patient has malignancy or the seriousness of the 
lesion, but as a last resort, I think even this is jus- 
tified to get results. 

Non-referred cases should not be turned away 
from the clinic lest a case be lost or not come into 
a physician’s hands again until lesion has pro- 
gressed too far. After the clinic has examined the 
patient and procedure mapped out, it is now up to 
the social worker to make a thorough investigation 
as to the patient’s financial status and if not a 
worthy clinic case, then select the family doctor and 
carry out the routine previously described. In case 
of doubt, the director should have final say in dis- 
posing of the case. In the same manner, a case sent 
from another department in the hospital, should be 
sent back for disposition by the head of the depart- 
ment. 

Cases should be treated with kindness and gently. 
Not over three to four doctors should examine 
cases of breasts or do vaginal examinations. I have 
seen in some clinics a large group, none too gently, 
examine some of these breast cases, and would be 
willing to believe that some of these patients would 
not show up again at all, or it would take consider- 
able persuasion to get them to return. A small group 
can report their findings to the entire clinic for 
discussion. 

Cases should be rotated in the clinic as for ex- 
ample, it is the custom, especially if a case has been 
assigned to a particular specialist for treatment, to 
have him follow this case month after month and 
you will find notes to that effect in the chart. A 
new man should be called in to go over this case 
no matter how simple it appears to be and his opin- 
ion recorded. At regular intervals at each full staff 
discussion, a number of old cases (not just interest- 
ing ones) should be taken up for discussion as well 
as the new cases. 
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TUMOR CLINICS 


SOCIAL WORK: 

Like the director, the success of a clinic is de- 
pendent upon an enthusiastic social worker for fol- 
low up, as it is important both from the patient’s 
standpoint and for statistical purposes in the study 
of cancer. Constant check on patients by record 
clerk as they come to clinic or any change of address 
and impress them that their future is dependent on 
reporting from time to time. We have all had expe- 
rience in trying to follow up any series of cases in 
any department and get back word, moved, address 
unknown, etc. Again, tact on the part of social 
worker patient relationship is important and to be 
strongly interested in the work and aims of the 
tumor clinic. 

Ability to contact various agencies for help in 
many ways and many times secure financial help 
from such agencies as Women’s Field Army and 
others, is valuable. When a patient is overdue at 
the clinic, a telephone call or a letter may be enough 
but many personal calls have to be made to keep 
the percentage of lost patients low. 

It is also important in nurses assigned that they 
overlap long enough to become familiar with cases, 
not having new nurses appear in a group and know 
nothing about the patients. 


RECORDS: 

Without which the aim of any tumor clinic is 
lost. Writing histories and physicals are usually 
done by the younger department men but an accu- 
rate description, with photograph, and where pos- 
sible, accurate measurements or estimates when 
not, should be described by the older clinic men 
with more experience. 

It is up to the efficient record clerk not to let any 
member out of the clinic without accurate follow- 
up notes and accurate data when patient is to return. 

Following the clinic group discussion of cases, 
the director should have a conference with social 
worker and record clerk to carry out the instruc- 
tions of the clinic, and to go over the cases that did 
not keep the clinic day appointment, for disposition. 

At five year periods, shorter or longer times, 
agreed upon by the group, the director should as- 
sign various members of the group to make a study, 
each man taking a particular topic and either report 
to the full staff or clinic, and in the opinion of the 
group to publish results obtained if warranted. 

From time to time within the clinic, records 
should be looked up and cases examined as to 
method used in treatment and results obtained, to 
see if any changes are necessary and also to have 
some interchange with other clinics on results ob- 
tained in using the same methods or others, as 
for example in Hemangioma, CO* Snow, Radium 
or Eradication. What results obtained in treatment 
of Plantar wart, X-ray alone in certain cases or 
combined X-ray and surgery, etc. So you can see 
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accurate records and follow up and the obtaining 
of all information possible are important in con- 
ducting a tumor clinic. 

In conclusion, let me repeat: Education on the 
part of the public to present themselves to the phy- 
sician early and group study with education of the 
doctor in this brief description I have given of a 
tumor clinic are the only sure methods that we have 
at the present time of combating this dreaded 
condition. 





THE CANCER DETECTION CLINIC 
concluded from page 20 

metropolitan area examined each year. This figure 
as a matter of fact is an ideal attainment for holi- 
days interrupt the clinics and lessen the number 
seen. Compare these small figures with the actual 
number of women in the same area who should 
have their semi-annual examinations, and the in- 
effectuality of Cancer Detection Clinics as pres- 
ently conducted is painfully apparent. 

In spite of these adverse figures, however, it 
can be rightfully maintained that these clinics which 
are admittedly inadequate do serve an important 
purpose and that purpose is education. 

Years ago there was a conundrum asked—‘W hat 
are our three means of rapid communication” and 
the answer was “telephone, telegraph and tell a 
woman”. And therein lies the value of the Detec- 
tion Clinics as educational centers if we believe 
that periodic examinations are essential to the early 
detection of disease and especially cancer. Mrs. A 
is examined and something needing treatment is 
found. She tells Mrs. B and Mrs. B immediately 
feels that she, too, may have something wrong that 
should be corrected. From Mrs. B word is passed 
on to Mrs. C and so on in a rapidly widening circle 
until a host is clamoring to be gone over carefully 
in a search for possible trouble. 

It would be a hardy member of the Medical Pro- 
fession who would come out flat footedly opposed 
to periodic examinations. There are too many sound 
reasons in favor. 

Early disease is perhaps not too difficult to diag- 
nose, but if the general practitioner is to make him- 
self familiar with the early signs and symptoms of 
cancer, he must avail himself of the teachings of 
our Cancer Clinics and of meetings such as this. 
He must become more or less cancer conscious. He 
is the one who generally sees these cases first and 
in his hands alone the fate of the individual rests. 

If and when each doctor’s office becomes truly a 
Cancer Detection Clinic, then these other large 
clinics springing up everywhere all over the coun- 
try can be closed and the responsibility for the 
health of our people placed entirely where it be- 
longs—in the hands of the conscientious practicing 
physician. 
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i January 1941 an amendment of Chapter 255 
of the General Laws was passed making cancer 
and related conditions reportable to the State De- 
partment of Health. I suppose one might say that 
this was the birth of the Division of Cancer Con- 
trol. Whether we can say that it was a premature 
birth or not is questionable but we can say that the 
growth has been rather slow. Lack of personnel 
within the Division accounts for the slow rate of 
development. Up until quite recently there has 
been no full-time director in the Division. Dr. Mc- 
Laughlin, Director of the State Department of 
Health, has been acting director but because of the 
pressure of his many other duties, he has had little 
time to devote to the program. The clerical staff has 
included a statistician and a part-time secretary. 
Since the Cancer Detection Centers were opened 
in 1945 almost the entire time of the staff has been 
devoted to that enterprise. Practically no time has 
been devoted to the compiling of statistics from the 
reported cases of cancer. 

As soon as the machinery can-be set up it is 
planned to establish a Cancer Register in the Divi- 
sion. The material for this Register will come from 
the doctors as well as from the hospitals of the 
State. A new report form is being devised now 
which will simplify the reporting of malignant 
neoplasms. As soon as this form is off the press a 
copy of it and a letter of explanation will be sent to 
every doctor in the State. Up until now reporting 
has not been too satisfactory. It is hoped that this 
new form will stimulate the reporting because it is 
only through accurate reporting that accurate infor- 
mation can be obtained for the Register. In addi- 
tion to the initial report forms there will be follow- 
up report forms. 

You might well ask what information is expected 
from this Register. To list a few of the benefits 
that can be derived from a Register: 

1. Measurement of the magnitude of the cancer 
problem in terms of incidence and prevalence and 
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their changes with time. This will serve to measure 
the progress being made in the control of the dis- 
ease and bea valuable guide in planning more effec- 
tive methods. 

2. To provide a starting point for research and 
special studies. 

3. Case identification for the purpose of provid- 
ing special services for cancer patients when rec- 
ommended by their physicians. These services may 
include welfare assistance for indigent patients, 
nursing care, home assistance such as housekeep- 
ing aid, transportation, bandage and dressings, etc. 

4. Follow-up of cases primarily to assure that 
cancer patients receive periodic examination after 
initial treatment and proper medical care when 
indicated. In addition, the data thus collected per- 
mits physicians, surgeons, and radiologists to eval- 
uate the results of their treatments and leads to 
continual progress in the development of better 
methods. The statistical reports may be used for 
valuable studies of cure rates, etc. 

5. Educational and promotional uses of local 
reports. The awareness of local conditions is the 
best assurance that communities will take effective 
measures to control the disease. 

6. To increase awareness of the cancer problem 
among physicians, the public and state health de- 
partments, and other health agencies. 

You can see from this that once the Register 
begins to function we should be able to supply 
information that will be of great value to all those 
concerned. I urge all of you to give it your full- 
hearted support. 

By an act of the Legislature in 1942, the State 
Director of Health is authorized to “furnish aid to 
the indigent cancer patients of this State who are 
citizens of this State and who, through no fault of 
their own, are financially unable to provide proper 
treatment for themselves, to the extent of and 
within the available funds as the State Director of 
Health shall deem proper”. At the present time 
two weeks’ hospitalization is authorized to those 
deserving patients. It is felt that this method 
reaches the greatest numbers of cancer patients in 
need of financial aid. During the fiscal year, 1947- 
48, nearly $7000 was paid for hospitalization. For 
this present fiscal year the amount may be some- 
what greater if present indications are any guide. 
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STATE CANCER CONTROL PROGRAM 


The State Department of Health offers a limited 
Tissue Diagnostic Service. Physicians may submit 
specimens to the State Department of Health, Divi- 
sion of Laboratories if the patient is financially un- 
able to have the work done elsewhere. The speci- 
men should be forwarded to the Division in a 
solution of 10% Formalin. The 10% Formalin may 
be obtained at the Division upon request. The speci- 
men submitted should be of a malignant disease 
or suspected malignant disease. Because of the lack 
of personnel and equipment routine pathological 
examinations cannot be undertaken at this time. 

As I have already mentioned the Division has 
been actively engaged in the operation of the Detec- 
tion Centers since they first opened in 1945. All 
the records of the three Rhode Island Hospital 
Detection Centers and the one Pawtucket Memorial 
Hospital Center are kept at the Division. All ap- 
pointments to the Centers are made through our 
office—a no small task in itself. At each meeting 
of the Center the State Health Department fur- 
nishes the following personnel: two examining 
physicians ; one or more nurses to set up the rooms 
in preparation for the examinations and to assist 
the doctors; two laboratory technicians to do the 
blood work which consists of taking blood for the 
Wassermann test and determining the hemoglobin. 
A complete urinalysis is done on each examinee at 
each visit by the Division of Laboratories. A sec- 
retary is furnished to take dictation from the exam- 
ing physicians. 

What our future plans will be concerning this 
are not definite at the present time. It is hoped that 
we can continue to help with the Detection Center 
work but if we are to develop our Register as I 
have outlined it, it will certainly mean the adding 
of more personnel. We are in hopes of obtaining 
more volunteer help from the Field Army to help 
us in the work at the Detection Centers. 

The Division is keenly interested in the educa- 
tional aspect of the Control Program. As in the 
past we will cooperate with the Field Army in the 
field of lay education and with the Cancer Commit- 
tee of the R. I. Medical Society in the field of pro- 
fessional education. It is the hope of us all that 
we can expand both the lay and professional edu- 
cation programs in the future. It is through educa- 
tion that our plan will come to the attention of those 
concerned and the well-informed can better visual- 
ize our aims and thus lend their support. 

An educational program in the secondary schools 
is being formulated. It has been very successfully 
accomplished in other parts of the country and 
found to be a very worthwhile project. 

From time to time it is hoped that the Division 
of Cancer Control will be in a position to publish 
material concerning the cancer problem based on 
data gathered from the Register. 
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Medical Care of Indigent Cancer Patients 

From State-Appropriated Funds 

1. Eligibility 

a. If not on General Public Assistance. 

b. If, in the opinion of the Medical- 
Social Worker and the hospital 
authorities, the patient would suffer 
financial hardship if required to pay 
his own bill. 

c. If there are no other available 
sources of funds. 

d. If patient is a legal resident of Rhode 
Island and has been in residence in 
the State two years out of the past 
three. 


2. Limitation 

a. Assistance shall be limited to the 
payment of two weeks’ hospitaliza- 
tion for any one admission or 

b. One course of deep x-ray therapy 
per patient. 

c. No payments to be made for out-of- 
State hospitalization or treatment. 

d. No payments to be made unless 
patient has been routed through an 
approved Cancer Clinic. 











The Director of the Division of Cancer Control 
will act as liaison agent between the Division and 
the Rhode Island Cancer Society and the Cancer 
Committee of the Rhode Island Medical Society 
thus coordinating the efforts of these three agen- 
cies. 

In conclusion, I’d like to stress two points. The 
first is that this whole program, which is in the 
process of being developed, is an attempt to con- 
trol the disease that is number two killer in the 
United States. And secondly, that the program is 
not something that can be accomplished by a cer- 
tain few. It is a program in which each and every 
one must give his full-hearted support. 








IN PAWTUCKET IT’S... 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


A pothecanies 


5 North Union Street Pawtucket, R. I. 
SHELDON BUILDING 
7 Registered Pharmacists 
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LEGISLATION 


By the laws of 1942 the State director of health 
is required to formulate a plan for the care and 
treatment of indigent cancer patients, establish and 
designate standard requirements for the organiza- 
tion, equipment, and conduct of cancer units or 
departments in general hospitals, formulate and 


put into effect an educational plan for the purpose 
of preventing cancer, aid in the early diagnosis of 
cancer, and inform hospitals and cancer patients 
of proper treatment. The laws of 1941 require that 


cancer be reported. 


Population Characteristics; Deaths From Cancer and Allied Diseases, 1945 



































Pop. density 
Total pop. July 1, 1945 Percent pop. Percent pop. Fs _ fp . om wagaoee ange 
July 1, 1945 (persons - rural, 1940 nonwhite, 1940 or older, 1940 populati ae Pres 9: at A 
sq. mi. 
733,186 693 8 2 36 147 14 
Cancer Deaths, by Site of Cancer 
i Other Male ; 

ll S Other | Respira- female lem, Other and | Leukemias 
A Oral oo digestive | tory Uterus | genito- | Breast = eeny Skin | unspecified and 
ones - organs | system urinary organs sites lymphomas 

organs 
1,079} 31 136 357 76 71 58 145 91 15 91 45 






































MEDICAL RESOURCES 


3. St. Joseph’s Hospital, Providence. 
4. Roger Williams General Hospital, Provi- 
dence. 


D. Hospitals: 
1. Special cancer hospitals: None. 
2. General hospitals: 13. 
Number of beds: 3,510. 
3. General hospitals, over 50 beds: 11. 
4. Special cancer beds in general hospitals: 3. 


A. Detection centers: 

1. Rhode Island Hospital. 

2. Memorial Hospital, Pawtucket. 

3. Newport Hospital Clinic, Newport. 
B. Diagnostic clinics: None. 
C. Cancer clinics: 

1. Memorial Hospital, Pawtucket. 

2. Rhode Island Hospital, Providence. 


... Supplement No. 208 to U. S. Public Health Reports, Federal Security Agency. (Amended) 
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BERTON W. STORRS, M.D. — COUNTRY DOCTOR 


— ANNUAL AWARD which the American Med- 
ical Association makes to an outstanding gen- 
eral practitioner of course attracts much public 
attention. You can be sure that the recipient wiil 
be featured in Time and other magazines. 

Dr. Pressley who was chosen this year had a 
running start for he came from Due West, South 
Carolina. A man from Centerville or Providence 
or some other place with a dull or uninteresting 
name would have been decidedly handicapped. 
Dr. Pressley was a youngster to win out in this 
contest, being in the neighborhood of sixty, but 
he had accomplished enough in his short life to 
triumph over the octogenarians. We rather expect 
doctors from the wide open spaces to have the 
exciting and interesting experiences which would 
attract attention. Rhode Island, the most thickly 
populated state in the union, we believe would 
naturally have its practitioners situated in cities or 
large towns. That’s what you would believe if you 
don’t live around here. We local people know that 
we have plenty of scarcely populated back country 
as soon as one moves out of the valleys where our 
industrial population lives. 

Portsmouth, on the island of Rhode Island, has 
a small population with only two doctors according 
to the last American Medical Association directory. 


A doctor there can fairly be called a country prac- 
titioner. Last October the Portsmouth Lions Club 
on their own decided to give recognition to one of 
their physicians that the American Medical Asso- 
ciation didn’t know about. Dr. Berton W. Storrs 
has been practicing there for forty-six years dur- 
ing which time he has also been State Medical 
Inspector, Town Medical Examiner and school 
physician. The Lions invited Dr. Storrs around 
to a testimonial dinner. He was too busy with his 
practice to come to it. Probably modesty and dif- 
fidence were also contributing factors to his ab- 
sence. But, Lions are difficult to restrain. After 
their dinner thirty-five of them marched to Doctor 
Storrs’ home, made him speeches and presented 
him with a handsome scroll. One of these speeches 
gives a good story of Dr. Storrs so we pass it along 
to you. 

“About 47 years ago some Newport friends of 
Berton W. Storrs suggested that the town of Ports- 
mouth might be a good place for an ambitious 
young doctor to locate. The young doctor was 
driven by his friends the length of Aquidneck 
Island to Tiverton. He did not see the town of 
Portsmouth although he had just driven through 
it. The only place in town in which he could locate 
appeared to be with widow Green down on the East 


Main Road. He hired three rooms from her and 
Continued on next page 
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nailed his shingle on a tree in front of her house. 
The next morning he received his first patient, a 
lineman who had burned his hand. From that time 
on, the young doctor was a busy man, taking his 
responsibilities conscientiously and serving the 
town promptly and well in the many capacities 
covered by the country doctor. 

“One experience comes to mind that occurred 
during a severe snow storm some five or six years 
after the beginning of his practice. The roads were 
drifted high with snow and no vehicle could travel 
the highways. Receiving a call at 2:00 A.M. that 
a woman on Common Fence Point was about to 
give birth to a child, the good doctor put his forty 
or fifty pounds of necessary equipment on his 
shoulder, walked to Common Fence Point, deliv- 
ered the child and walked back to his home on 
East Main Road arriving there at about eight 
o’clock in the morning. He then responded to a 
call to Bristol Ferry to treat an ill woman. On 
again arriving home, a call was there for him to 
treat a very ill man on Middle Road. He walked to 
Middle Road, treated the case and walked back 
home making 18 miles of tramping through the 
heavy snow. He had very little rest during the day 
since it was necessary for him to make other house 
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calls and for him to receive his patients at his office. 

“Many and varied must be the stories and facts 
of your service to the people of the town, Dr. 
Storrs. My information is sketchy, perhaps some- 
what inaccurate, but of sufficient validity to be 
accepted as a part of this tribute to you.” 

-We all love the picturesque. Stories like the 
above make good reading. Even men like Dr. Press- 
ley or Dr. Storrs can tell you that most of their life 
has been filled with steady routine, possibly monot- 
onous repetition of interviews with old ladies suf- 
fering from “gastric ills and peristalic woes”, head 
colds, lame backs, et cetera. But, whether it be 
Due West or Common Fence Point, emergen- 
cies will arise which need attention, be the roads 
blocked with snow drifts or southern gumbo mud. 
We don’t suppose necessarily it’s a definite type of 
man who goes in for medicine rather than for the 
law or the grocery trade. We do know that once 
settled in our profession these challenges arise pos- 
sibly more often than they come to most other men. 
We do think the practice of medicine develops a 
readiness and a willingness to respond to these. 


BRITISH SOCIALISM 


ea Minister of Health, Mr. Bevan, is 
amazed at the “bad sight” which his country- 
men are developing. “The rush for spectacles is 
so great that it has overtaken production capacity.” 

“Free” false teeth are also in great demand. It is 
reported that dentists pull each other’s teeth, which 
they formerly did as a pleasant, neighborly, mutual 
service, and then send bills to the government for 
payment. 

Such is the result of the politicians taking over 
medical care. Even Mr. Bevan protests at the stam- 
pede for “free” service. “Because things are free,” 
he says, “is no reason why people should abuse 
their opportunities. This is a great test of the ma- 
turity of the British people, insofar as they have all 
the resources of the medical profession at their 
disposal without charge.” 

One may sympathize with the plight of the Min- 
ister of Health, but to describe the system as “free” 
or “without charge” is the mark of a dishonest 
mind. Of course, it is all paid for. Doctors, dentists 
and nurses don’t do their work for nothing, even 
in un-merrie England. 

“Something for nothing” is vote grease de luxe. 
But when millions get something for nothing, 
other millions get nothing for something. The same 
sort of relief rackets are growing in this country 
and the cost goes up also. The American Municipal 
Association reports that the relief load has gone up 
136% during the past three years. And this dur- 


ing the biggest boom and largest employment in 
history ! 

As the Gadarene swine rushed down a steep place 
to the sea to be drowned, voters and taxpayers also 
blindly join the stampede for “free.’’ The voters in 
Oregon woke up the day after the election with a 
headache. They found that they had approved an 
old-age pension plan of $50 a month regardless of 
need. Treat ‘em alike—pauper and millionaire. It’s 
a free country, isn’t it? 

The Oregon joker was the disclosure that the 
cost of free pensions for all was three times as much 
as the present cost of the State government in all 
its branches! Bond companies about to buy an Ore- 
gon State bond issue immediately withdrew their 
bids. 

Just another case of the “maturity” of the people 
which Mr. Bevan is wondering about! Today in 
England, whether they work or not, or pay for pri- 
vate medical insurance or not, or are British sub- 
jects or not, everybody can ask for a glass eye, wig, 
truss, operation or ambulance, and “‘no charge”. 
Just pay your taxes, that’s all. 

The British airlines, government-owned and 
politically-operated, lost $45,000,000 this past year. 
That is 5% more loss than the previous year, and 
it is expected that the losses will continue, if not 
increase still more next year. The European Re- 
covery Plan, however, enables the British Socialists 
to “recover” their losses out of American pocket- 
books—including Oregon’s ! 
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EDITORIALS 


There is one ebb in the tide of this on-coming 
Socialist sea. The Australians went “left” long 
before England did. They have had a longer look at 
it than the Britishers. In an election last spring, the 
disillusioned ‘“‘down-unders” overwhelmingly de- 
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feated a proposal to give their Federal government 
permanent control over prices, rents, etc. Our own 
Federal government wants what the Australians 
reject! What was it that Poor Richard said about 
“Experience is a dear school’? 

—SAMUEL B. PETTENGILL 


BLOCK ISLAND’S NEW DOCTOR 


eer ISLAND has a new doctor. The news might 
never have attained general circulation except 
for the mildly rugged details of Dr. Lorenzo Or- 
lando’s arrival in the middle of the night aboard an 
LCT with wife, two sons, German shepard dog 
and a vanload of furniture from Hackensack. In 
any neighborly community a new professional 
shingle is an event of some importance, but on 
Block Island the event was downright historic. A 
hundred islanders, a tenth of the year-round popu- 
lation, were on hand to greet the Orlando family. 
And the town council president, Arthur Dunn, with 
a touch of grimness in his friendly welcome, com- 
mented : “A doctor’s the great necessity on an island 
like this.” 

This remark need not have been limited to Block 
Island, for a doctor is the “great necessity” any- 


where. Block Island, midway between Montauk 
and Point Judith, is no Hackensack, but it is far 
from being a wilderness of outcasts. In spite of 
reasonable proximity to the mainland’s assortment 
of mechanical conveniences, the island and its peo- 
ple have the special character of all islands and 
islanders. The degree of isolation points up Dr. 
Orlando’s importance. As Block Island’s only doc- 
tor, following a predecessor who had served for 
half a century, he is perhaps the most essential man 
in the community. To all doctors who may think 
they are not appreciated, let them consider mi- 
grating to an island. When a doctor arrives upon 
a new practice in an LCT, he really knows that he 
is a great necessity. 

... Editorial, The New York Herald-Tribune, December 
26, 1948 








TO THE MEMBERS OF THE RHODE ISLAND MEDICAL SOCIETY: 


The Council on scientific sessions of the Rhode Island State 
Dental Society cordially invites the members of the Rhode 
Island Medical Society to attend a 


MEDICAL-DENTAL Qecés: Program 


Tuesday, january 25, 1949, 8 frm. 
AT THE SHERATON BILTMORE 


QUIZ BOARD: Albert L. Midgley, v.m.p., sc.p., Chairman 
Herman A. Lawson, M.D. 
Nicholas Migliaccio, D.M.D. 


John F. Kenney, M.D. 
J. M. Wisan, p.p.s 
David Weisberger, M.D., D.M.D. 


Questions will be answered informally from the medical and dental viewpoints, and audience 
participation will be invited. 


Peter Pineo Chase, M.D. 
S. Howard Payne, p.p.s 
Leroy M. S. Miner, M.p., D.M.D. 
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OF THE RHODE ISLAND MEDICAL SOCIETY 


AT THE NAVAL AIR STATION, QUONSET, R. I. 
WEDNESDAY, FEBRUARY 2, 1949 


2-4p.m. Inspection of the Air Station 


4p.m. Scientific Assembly (at the Officers Club) 
“SOME ASPECTS OF AVIATION MEDICINE” 


Captain Julius E. Early, Jr., MC, USN 


(Staff Member, Division of Aviation Medicine, Bureau of Medicine 
and Surgery, Navy Department, Washington, D. C.) 


* * * X* 


“MEDICAL ASPECTS OF ATOMIC WARFARE” 
Captain Charles F. Behrens, MC, USN 


(Medical Officer in Command, Naval Research Institute, 
Bethesda, Maryland) 


6p.m. ... Reception and Dinner at the Officers Club 


NOTE: Complete details regarding arrangements for the inspection of the Air Station, and 
reservation for the dinner after the scientific Assembly will be sent to each member of 
the Society. 
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PUBLICITY AND PROPAGANDA REGARDING MEDICAL CARE 


—Abstracts from an Address by The Honorable Forest A. Harness, Chairman of the Congressional 
House Committee on Publicity and Propaganda, delivered before the Conference of State Medical 
Association Secretaries and Editors, at St. Louis, Missouri, November 28, 1948— 





O* NUMEROUS OCCASIONS in the past fifteen 
months, it has been my privilege to discuss 
with representative medical groups the work of my 
Committee on Publicity and Propaganda in the 
Executive Departments. I have reported in detail 
to your profession the tremendous forces within 
government which seek day by day to condition 
mass thinking, to foster national policies conceived 
within federal agencies, and to perpetuate and 
enlarge federal bureaucracy. Your profession has 
been particularly interested in the first major dis- 
closure which this committee made. 
* * * * 

It is sufficient to say that six agencies within 
the Federal Security Agency have wrongfully ex- 
pended public money and misdirected the talents 
and energies of a large group of federal executives 
and employees for the specific purpose of convinc- 
ing the American people that national health should 
be the sole responsibility of federal government. 

Furthermore, the real nucleus, the driving 
spirit, in the campaign to socialize American medi- 
cine lie within this sprawling branch of federal 
government. I sincerely believe that my committee 
has made a real contribution to the American people 
by revealing at least the broad outlines of the fed- 
eral propaganda machine and by showing at least 
in a general way the nature and immensity of its 
operation. Unfortunately, however, the 18 months 
in which we have operated have been sufficient only 
to write the introductory chapter of the detailed 
story. 

* * . * 

First of all, let us face the disturbing fact that 
the entire world has been, and is, politically sick. 
Let us recognize that this insidious, all pervading 
illness has made serious and possibly permanent 
inroads in America. There are a hundred factors, 
big and little, which influenced the decision which 
the American electorate returned on November 2, 
and only the historians will be able to appraise 
these factors in the order of their importance. 

One fact, however, does stand out in painful 
clarity. A majority of the American people ob- 
viously have come to embrace the philosophy and 
policies of the powerful, highly centralized, pater- 
nalistic type of government which we have expe- 
rienced in the past sixteen years. That is as hard 
for me to believe and accept as it is for you. 


In fact, so long as we stay in the rarified atmos- 
phere of academics, a thousand polls will prove 
that it just isn’t so. In pure theory, a preponderant 
majority of American people believe in our free 
institutions, as opposed to any form of state social- 
ism. But the minute we go from the theoretical to 
the practical level, we encounter a thousand selfish 
special interests which sway individual and group 
thinking. And here is the key to our failure. 

* * * . 

But what effective effort has the profession ever 
made at the practical level? How much time, effort 
and substance have you ever devoted to everyday, 
down-to-earth, shirt-sleeve politics ? Can you recall 
a single instance when the profession, or significant 
numbers within it, vigorously endorsed and sup- 
ported a political party, or individual candidates ? 

* * * * 

I think it is a great pity that people like you, who 
are best fitted by ability and training to provide 
leadership, have remained aloof. I think it is par- 
ticularly regrettable that our medical people, who 
enjoy positions of confidence and trust hardly 
equalled by any other group in the American com- 
munity, have so far neglected to prescribe for the 
body politic as part of their daily ministrations. 


Your course in the future is naturally a question 
which only you, yourselves can answer. As a lay- 
man, who has spent many years in the business of 
everyday politics, however, let me urge that you 
are going to have to fight more practically and 
effectively for the things in which you believe, if 
you expect to preserve them. In this connection, I 
would like to make a number of specific recom- 
mendations to you. 


The first of these is that you find the means to 
improve your public relations. The history of med- 
ical advancement in the United States is litle short 
of miraculous, but have the American people been 
made to understand that fully? Does anyone take 
the trouble day by day to hammer home to the 
people how vastly superior our medical services 
and facilities are to anything anywhere else in 
the world? 


Has anyone devoted even a fraction of the effort 
put forth by the advocates of state medicine to an 
honest, realistic, convincing portrayal of the fail- 


ures and short-comings of political medicine as it 
continued on page 34 








Aci! Eas eee, 


P 
3 
> 














|! 














e 


JANUARY, 1949 




















Proven 


IN ANGINA PECTORIS AND 
CORONARY ARTERY DISEASE 


CLINICALLY PROVEN | Carefully controlled objective studies 
in humans and very extensive clinical experience have de- 
finitely proven the value of Theobromine Sodium Acetate 
in treating Angina Pectoris and Coronary Artery Disease. 
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Phenobarbital (4 gr.) 15 mg. 


Capsules also available in forms 
marked with asterisk (*) above in bottles of 25 — 100. 
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PUBLICITY AND PROPAGANDA 
REGARDING MEDICAL CARE 
continued from page 32 


has been tried elsewhere in the world? Is anyone 
trying to give the American people a true picture 
of the current tragedy in Great Britain as state 
socialism engulfs your profession, and sets up a 
system of political medicine? 

The medical profession suffers a chronically bad 
press, due to the constant flood of reports, many 
coming from government sources and paid for by 
your own money, of the weaknesses and short- 
comings of the profession as it functions under 
private guidance. Day by day these forces remind 
the American people that medical and hospital care 
is beyond the reach of lower income groups, that 
vast rural areas of the country are provided woe- 
fully inadequate services and facilities. 

Continuously, insidious implications of profes- 
sional selfishness and profiteering are pumped out 
to the people in a way which certainly will have 
devastating long-range results if not effectively 
counteracted. 

As members of the profession, you undoubtedly 
are aware of this unfortunate condition and prob- 
ably feel it and resent it more keenly than most. 
I hardly need to point out hundreds of specific 
examples which recur almost daily in press and 
radio. 

If you feel resentment, let me urge you not to 
misdirect it at your newspapers and radio stations. 
They don’t make the news. They merely commu- 
nicate it. When an important agency of govern- 
ment, such as the Federal Security Agency, acts, 
its action is newsworthy. When prominent public 
officials engineer a nation-wide meeting, such as 
the National Health Assembly, held a few months 
ago in Washington, they create a public sounding 
board which can be used with tremendous effect. 

Such events, such activities, are newsworthy and 
never mind the fact that the news is uniformly bad 
from our point of view. The unfortunate fact is 
that bad news is usually more spectacular than 
good. A murder case will hit the front page on the 
same day that a dozen life savings by surgeons and 
physicians will appear as modest, routine items, 
buried in the ads, if indeed they make the paper 
at all. 

The disaster at Pearl Harbor was hardly pleas- 
ant reading or listening, but probably nothing that 
has ever happened in the life of any of us so com- 
pletely filled newspapers and radio. The unusual 
and the spectacular make the headlines because 
they are just that. The commonplace seldom comes 
to attention, and you in the medical profession can 
be proud of the fact that competent medical care 
in America is commonplace. But there is much 
more than that in this problem. 

A meeting of the American Medical Association 
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will be covered just as fully as this National Health 
Assembly or some similar activity designed by the 
medical propagandists. The latter will probably rate 
more publicity, however, because it will emphasize 
the problems, the failures, and the goals still to be 
attained, not the amazing services and facilities en- 
joyed so long that the average person takes them 
for granted. 

And here is another distinction which I cannot 
possibly emphasize too strongly. A private medical 
group or organization will conduct a meeting or 
announce an advancement which momentarily 
proves as newsworthy on the constructive side as 
anything the propagandists ever do destructively 
on a single occasion. But the doctors meet, conduct 
their business, make their announcements, and go 
home until the next annual event. 

The propagandists, however, do not disband, 
content with the banner headlines they achieve at 
any given moment. Instead, those headlines become 
grist for the propaganda miil which grinds 365 days 
of the year. The private organization goes quietly 
back to its own business. The propaganda organi- 
zation goes back likewise to its own business, but 
note the vast difference. Your business is medicine. 
Theirs is to sell ideas. 

If we can criticize the newspapers and radio for 
anything at all, it is for their sentimental weakness 
in human interest stories. In this field they unwit- 
tingly work frequent injury to your profession in 
a manner which I am afraid the average physician 
or surgeon doesn't realize. 

* * * * 


I would suggest that it is high time to try some- 
thing more direct and drastic. I believe the medical 
profession faces the necessity of rolling up its 
sleeves and going to work right on the street cor- 
ners of America. 

If you hope to survive as practitioners of a free 
and untrammeled science, you must, in my opinion, 
become practicing politicians in the same sense that 
the organization members and the candidates of a 
political party learn to practice the art of politics 
around the clock, 365 days a year. If you continue 
as academicians, as in the past, I frankly fear that 
you will soon practice as a medical bureau in Wash- 
ington directs you. 

I am speaking to you in complete frankness, and 
with only the most sincere desire personally to 
forestall the tragic eventuality we are all fighting. 
I have said some unpleasant things here about the 
medical profession, but my remarks apply not alone 
to doctors. I have pointed them specifically only 
because this is a specialized group. But they might 
apply equally to all professions, and to all those 
people in business and industry who have so far 
refused to come directly to grips with the forces 


which threaten our free institutions. 
continued on page 40 
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everywhere - - are judged to an 
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Our garments go proudly anywhere - - 
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Distinctive Clothes take time in the 
making. - - Your Spring and Summer 
requirements should be anticipated now! 
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vides 12 Gm. protein as hydrolysate. 
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THE CARE OF HAND INJURIES 


(Prepared by the American Society for the Surgery of the Hand) 





At the annual executive session of the Committee 
on Fractures and Other Traumas, of the American 
College of Surgeons, held in Toronto a year ago, it 
was voted that the American Society for Surgery 
of the Hand be asked to prepare material for the 
Committee to be subsequently submited to the 
members of the Regional Fracture Committees. 


The following articles are the first two in a series 
to be prepared and approved. They have been pre- 
pared-in view of the fact that experience has shown 
that the proper early treatment of injuries of the 
hand is of paramount importance in determining 
the ultimate result and a factor of major signifi- 


cance in the eventual usefulness of the member. 
Such injuries, occurring frequently as emergencies 
in homes, industrial plants and highway accidents, 
are usually first treated by general practitioners or 
in the emergency departments of hospitals and 
industrial clinics. It is important therefore that 
correct principles of early treatment should be 
established and that knowledge of them should be 
disseminated as widely as possible among the Pro- 
fession at large. 


Rosert T. HENRY, M.D. 


Secretary, Rhode Island Fracture Committee 
American College of Surgeons. 





PRINCIPLES OF EARLY MANAGEMENT OF HAND INJURIES 


I. Protection of the Hand 
Following injury, the hand is particularly sus- 


ceptible to the development of complications lead- 
ing to serious disabilities. For this reason it is im- 


portant that the freshly injured hand be given the 
most careful protection against such complications 
as result from added infection, additional tissue 
damage and stiffening. 

The principles governing the provision of this 
protection may be briefly stated as follows: 


1—Protection against added infection 
Any open accidental wound of the hand may be 
assumed to be contaminated. It is important that no 
additional infection be added. This requires: 
a. Protection of the wound at once with a sterile 
dressing. 

. Avoidance of putting anything into the 
wound, such as instruments, gauze, applica- 
tors, sponges or any sort of antiseptic. 

If any cleansing of the areas around the cov- 
ered wound is done, it should be with soap 
and water only. 

. Avoidance of all efforts at treatment of the 
wound by exploration, debridement or repair 
of damaged structures until adequate facili- 
ties are available. Adequate facilities for this 
purpose should include a location where sur- 
gically aseptic technic is employed, adequate 
anesthesia, proper instruments, sufficient as- 
sistance, good lighting and the provision of a 
bloodless operative field. 

», Application of a sterile dressing which will 
protect against the entrance of foreign mate- 


rial. Such a dressing should be voluminous, 
firmly applied with moderate pressure, sepa- 
rating the fingers from each other, and should 
maintain the hand and fingers in the position 
of function. 

. Antibiotic drugs should be administered sys- 
temically, not locally, in full dosage. Tetanus 
antitoxin (or toxoid) should be administered 
when the conditions warrant. 


2. Protection against added tissue damage and 
deformity 
Immobilization of the hand is required in any 
major injury, whether the wound involves skin, 
tendons, nerves, joints or bones. Immobilization 
should be governed by the following principles: 


a. Immobilization should be employed as soon 
as possible after receipt of the injury for pro- 
tection from further tissue damage. 


. Following definitive treatment of the injury, 
the immobilization should be continued as 
long as may be required for healing to occur. 


. Immobilization should be in the position of 
function (position of grasp) in order to main- 
tain optimum relation of bone fragments and 
of soft tissue structures. 


. The position of function in immobilization is 
necessary to prevent disabling deformities, 
contractures, muscle weakness and joint stif- 
fening, and to insure the earliest return of 
usefulness after healing. 


. Flat splinting of the hand or any of its digits 


must be avoided at all times. 
continued on page 38 





Androgenic hormone, despite its 

name, is not limited to the male 

sex, for it is present in appreciable 
amounts in the female where it is 
presumed to be necessary for the 
normal physiology of women. 
Moreover, it is not, strictly speak- 

ing, only a sex hormone, for its 
metabolic effects are considerable, 
particularly as regards protein 
anabolism. It has valuable therapeu- 

tic action in a variety of conditions 
which can be effectively and economically 
obtained with the ORETON preparations. 


ORETON lSchening’s Testosterone Propionate U.S.P. XIII in 


ampuls and in vials for intramuscular injection) 


ORETON Buccal Tablets (Schering’s Testosterone 


Propionate U.S.P. XIII in PoLtyHyprou base 
for buccal administration ) 


ORETON -M* (Schering’s Methyltestosterone U.S.P. XIII 


in tablets) 


ORETON-M Ointment (Schering’s Methyltestosterone 


U.S.P. XIII ointment) 


ORETON-F ‘ (Schering’s free testosterone in pellets for 


subcutaneous implantation) 


have been successfully employed in men for eunuchoidism and the 
male climacteric; in women for metrorrhagia and dysmenorrhea; 
and in children for prematurity and dwarfism. 


Packaging 


ORETON -1 cc. ampuls containing 5, 10 or 25 mg.; boxes of 3, 6 and 50 
ampuls. Multiple dose vials of 10 cc., 25 or 50 mg. per cc.; box of one vial. 


ORETON Buccal Tablets—5 mg.; boxes of 30 and 100 tablets. 


ORETON-M Tablets—10 mg.; boxes of 15, 30 and 100 tablets; 25 mg.; 
boxes of 15 and 100 tablets. 


ORETON-M Ointment—Tube of 50 Gm.; 2 mg. per Gm. 


ORETON-F Pellets—75 mg. pellet in individual vials; boxes of 1 and 3 vials. 
POLYHYDROL trade-mark of Schering Corporation *® 


CORPORATION * BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LTD., MONTREAL 
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REQUIREMENTS OF EARLY DEFINITIVE TREATMENT 


CARE OF INJURIES OF THE HAND 


continued from page 36 


I. The first aid treatment of hand injuries is 
directed fundamentally at protection. It should pro- 
vide protection from infection, from added injury, 
and from future disability and deformity. This 
protection is afforded by noninterference with the 
wound, cleanliness of surrounding areas, the appli- 
cation of sterile protective dressings and immo- 
bilization in the position of function. 

II. The general requirements for proper early 
definitive care are: 

a. Thorough evaluation of the injury. 


;, 


2 


Determination of the time, place, causa- 
tive agent and mechanism of the injury. 


. Determination of the nature and extent of 


the first treatment given. 


. Determination of infection status ; whether 


the wound is relatively clean, grossly con- 
taminated or with infection established. 


. General nature of the wound; i.e., con- 


tusion, abrasion, burn, incised wound, lac- 
erated wound, crushing wound, puncture 
wound, tooth wound, imbedded foreign 
body, fracture, compound fracture, ampu- 
tation or combined injuries. 


. Evaluation of structural damage. 


(a) Degree and extent of surface injury. 
(b) Source of major bleeding. 

(c) Evidence of tendon or muscle dam- 
age by testing function against resist- 
ance. 

Evidence of nerve injury elicited by 
testing for motor and sensory func- 
tions. 

Bone and joint injury determined by 
X-ray. 

Discovery and exact localization by 
X-ray of suspected opaque foreign 
bodies. 


(d) 


(e) 


(f) 


b. Adequate facilities and equipment. 


1. 


Each hospital or clinic should have at least 
one surgeon who is thoroughly familiar 
with the anatomy and physiology of the 
hand and who is prepared to undertake the 
early treatment of its major injuries. 


2. Such treatment should be rendered under 


strictly aseptic conditions, preferably in 
an operating room, with careful adherence 
to aseptic technic in the matter of scrub- 
bing, draping, masking and the use of 
gloves. 


3. 


4, 


7. 


An adequate supply of appropriate instru- 
ments. 

Sufficient assistance to assure good expos- 
ure. 


. Good lighting. 
. Provision of a bloodless field by means of 


pneumatic tourniquet or blood pressure 
cuff. 

Complete anesthesia for the patient, pref- 
erably by general anesthetic. 


. Application of appropriate treatment. 


3. 


Thorough cleansing of a wide area around 
the wound with the wound protected. (En- 
tire hand and forearm.) Shaving, soap and 
water scrub. 


. Thorough cleansing of the immediate 


wound area, preferably with soap and 
water or a bland detergent. Antiseptics 
should not be used in or on the wound. 


. Careful inspection of the wound and assur- 


ance of adequate exposure, by additional 
incision if necessary, closely paralleling 
natural . creases. 


. Thorough toilet of the wound, removing, 


under inspection, all foreign matter. Ex- 
cision, by sharp and carefully dissection, 
of all completely: devitalized or grossly 
soiled tissue in the wound surfaces. It is 
essential that the greatest care be exer- 
cised to spare all tissues that may be viable, 
particularly skin, tendon, nerve and bone 
fragments. 


. Assurance of hemostasis by ligation of 


major injured vessels. 


». Repair of injured nerves by end-to-end 


union with fine interrupted perineural 
sutures. The uniting of divided digital 
nerves is important to future function. 


. Repair of other soft tissue injuries, where 


appropriate ; i.e., in clean wounds of short 
duration, in well-cleaned contaminated 
wounds of not over eight hours’ duration, 
never in wounds with established infection. 


. Reduction of fractures and dislocations, 


and retention in corrected position by trac- 
tion or splinting in the position of function 
(position of grasp with wrist in dorsi- 
flexion). 


. Application of protective dressing, fingers 


separated by gauze and hand immobilized 
to such extent as may be necessary to per- 
mit healing, in the position of function 


(never in the flat position). 
continued on page 40 
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PIONEERS in Research... and 


Le ‘adership ite the y APS In combating 


DOHO in realizing the need for a potent, 
topical, well tolerated ear medication, yet 
mindful that no one formula could be suitable 
for all conditions... devoted every facility 
and scientific resource to the development and 
perfection of AURALGAN and OTOSMO- 
SAN. Each has its sphere of usefulness... 
each has been tested and clinically proven in 
many thousands of cases. Reprints and sub- 
stantiating data sent on request. 


EACH A SPECIFIC...both effective! 


Aeralpan 


UN ACUTE OTITIS MEDIA 


0-TOS-M0-SAN 
UM CHRONIC SUPPURATIVE 


OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATITIS 


is a scientifically prepared, completely water-free Gly- 
cerol (DOHO) having the highest specific gravity 
obtainable, containing antipyrine and benzocaine... 
which by its potent decongestant, dehydrating and anal- 
gesic action provides effective relief of pain and inflam- 
mation. 


is not just a mere mixture, but a scientifically potent 
chemical combination of Sulfathiazole and Urea in 
AURALGAN Glycerol (DOHO) base... which exerts 
a powerful solvent action on protein matter, liquefies 
and dissolves exuberant granulation tissue, cleanses and 
deodorizes, and tends to exhilarate normal tissue heal- 
ing in the effective control of chronic suppurative otitis 
media. 


Literature and samples on request 


THE DOHO CHEMICAL CORPORATION 


New York 13, N.Y. . Montreal ° London 








CARE OF INJURIES OF THE HAND 
concluded from page 38 


10. Administration of antibiotics and protec- 
tive antitoxin as indicated. 


d. After-treatment. 
1. Elevation and rest of the hand. 


2. Noninterference with initial dressing for 
a sufficient time to permit healing, unless 
evidences of suppuration develop. 


3. Restoration of skin coverage of denuded 
areas at earliest possible time. Partial 
thickness skin grafting is a simple and val- 
uable means of promoting early healing. 


4. Early restoration of function for nonaf- 
fected parts of the hand by directed active 
motion to the fullest extent that will not 
jeopardize healing of repaired structures. 


. Restoration of function in affected parts 
of the hand by directed active motion as 
early as is consistent with full healing and 
preservation of the repair of damaged 
structures. 


un 





PUBLICITY AND PROPAGANDA 
REGARDING MEDICAL CARE 
concluded from page 34 


I purposely point these remarks to medical peo- 
ple, for I know of no point at which the basic issue 
is more sharply joined than in the field of medicine. 
Public health—and some form of socialized medi- 
cine—is invariably a focal point, a spear-head of 
any drive for state socialism. It is readily dressed 
in the robes of noble purpose. It has mass appeal. 
Therefore, it is the handiest possible weapon of 
would-be dictators, and of bureaucrats who seek to 
perpetuate themselves in power. Give a government 
agency the authority to supervise the daily health 
problems of every citizen, and to handle the money 
for national medical and hospital care ; and you put 
government further into the lives of the American 
people by a single step than it has ever encroached 
in the entire course of our history as a nation. 

In no other manner, and by no other devise, 
short of actual violence, couid America’s free insti- 
tutions be more quickly destroyed. 

* * * 
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CANCER OF THE UTERUS 
concluded from page 18 


* Metropolitan Life Insurance Co.; “Health Progress, 


1936-1945”, 42, 1948. 


*Corscaden and Gusberg: The Background of Cancer of 
the Corpus; Am. J. Obst. and Gynec., 53:419, 1947. 


° Randall, C. L., Recognition and Management of the 
Woman Predisposed to Uterine Adenocarcinoma; Jama 
127 :20, 1945. 


°Corscaden et al: Carcinoma Subsequent to the Radio- 
therapeutic Menopause; Am. J. Obst. and Gynec., 51:1, 
1946. 


7 Gusberg, S. B., 
1947, 


* Smith, G. Van S. Johnson, L. C., Hertig, A. J., New Eng- 
land Journal of Medicine, 226, 364, 1942. 


® Scheffey, L. C. and Thodium, W. J., Am. J. of Obst. 
and Gynec., 34: 1006, 1937, 46: 786, 1943. 


? Schiller, W., Early Diagnosis of Carcinoma of the Cer- 
vix, S. G. O., 56:210, 1933. 


™% Papanicolaou, G. N., New Cancer Diagnosis ; Proc. Third 
Race Betterment Conference, 1928, P. 528. 


Am. J. Obst., and Gynec., 54: 905-927, 


#2 Papanicolaou, G. N., and Traut, H. F., The Demonstra- 
tion of Malignant Cells in Vaginal Smears and its Rela- 
tion to the Diagnosis of Carcinoma of the Uterus. New 
York Stage J. Med., 43 :767-768, April 15, 1943. 


8 Schmitz, Henry and Hueper, Wm: Histological Struc- 
ture, Chemical Grouping and Prognosis of Cancer of 
the Uterine Cervix and the Breast. Radiology, 14, 223- 
231, March 1930. 


™ Healy, William P., and Brown, R. L., Am. J. Obst. and 
Gynec., Vol. 38, July, 1939. 











SUN LAMP —HANOVIA ALPINE 


Ultra violet quartz sun lamp complete. 
Practically new — suitable for professional 


use. Any reasonable offer accepted. 


Call HOpkins 2111 














AR-EX Cosmetics are the only 
regularly stocked by 


AR-EX COSMETICS, INC., 


F] UNSCENTED COSMETICS 


FOR THE ALLERGIC PATIENT 

line of unscented —_ 
pharmacies. To be certain that your perfume 
sensitive patients do not get scented cosmetics, pol eh AR-EX 
Unscented Cosmetics. SEND FOR FREE FORMULARY. 


FREE FORMULARY 





Qe 


AR-EX ” 


STATE. 


ADDRESS. 











1036 W. VAN BUREN ST., CHICAGO 7, ILL. 
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Announcing... 


DIHYDROSTREPTOMYCIN 


A New, Dramatic Advance In Antibiotic Therapy 





@ Less Frequent Allergic Manifestations 
@ Unsurpassed Purity 


© Undiminished Antibacterial Activity against Mycobac- 
terium tuberculosis 


Dihydrostreptomycin Merck is a new, highly 
purified antibiotic, chemically distinct from 
streptomycin, and characterized by greatly re- 
duced neurotoxicity. 


© Extremely Low Incidence of 
Vestibular Disturbances 


Allergic manifestations due to dihydrostrep- 
tomycin therapy are rare, and no local skin irri- 
tation or other allergic phenomena have been 
reported thus far among personnel who fre- 
quently handle this drug. 

Dihydrostreptomycin Merck and Strepto- 
mycin Calcium Chloride o— Merck may 
be used interchangeably in the treatment of 
tuberculosis. 








sooner 8 


DIHYDROSTREPT 
~ MERCK 


(supplied as the sulfate or the hydrochloride) 


oni isis 


MERCK & CO., Inc. 


Manifactuning Chemits 
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DISTRICT MEDICAL SOCIETY MEETINGS 





KENT COUNTY MEDICAL SOCIETY 


The annual meeting of the Kent County Med- 
ical Society was held at Varnum Memorial Hall, 
East Greenwich, Rhode Island, December 14, 1948. 

The retiring President, Dr. Jeannette Vidal, call- 
ed the meeting to order at 8:30 p.m. The Minutes 
of the November meeting ware read and accepted. 

Dr. John Mack submitted the Treasurer’s an- 
nual report, in which it was suggested that dues of 
the Society be increased, and in which it was noted 
that some members after accepting invitations to 
Society sponsored functions had failed both in 
attendance and remission cf the attached financial 
obligation. 

The Secretary’s report covering the year’s activ- 
ities and meetings was presented and accepted 
as read. 





ARTHUR E. HARDY, M.D. 
President, 1949 
Kent County Medical Society 


A motion was made by Rocco Abbate requiring 
members signifying attendance at Society func- 
tions to remit with the acceptance of invitation the 
fee involved. Agreement was indicated by all pres- 
ent and the motion carried. 

Dr. Arthur Hardy suggested that a committee be 
named to study and recommend revision of the 
by-laws relative to increasing Society dues. The 
chair appointed Doctors Young, Kent and Hardy 
to this task. On Dr. Young’s suggestion this com- 
mittee shall also study and formulate a by-law re- 
vision concerning the assessment of dues of associ- 
ate members. 

Dr. Vidal delivered the Annual Presidential Ad- 
dress, the topic of which was “Public Relations.” 

This pertinent and extremely well presented 
speech was very favorably received and its conno- 
tation considered so timely that it was decided to 
make the text available to the press, with the stip- 
ulation that it was to be used in its entirety. 

The Nominating Committee submitted the names 
of new officers to serve the Society for the year 
1949. These nominees were elected as follows: 

President—Arthur Hardy, M.D. 

Vice President—Francis D. Lamb, M.D. 

Secretary—Joseph Kent, M.D. 

Treasurer—John Mack, M.D. 

Delegates to the Rhode Island State Society: 

Rocco Abbate, M.D. 1949-1950 

Peter Erinakes, M.D. 

To the Body of Censors: 

Joseph Baute, M.D. 1949-1951 

To the Board of Trustees: 

Whitman Merrill, M.D. 

This final meeting of 1948 was brought to ad- 
journment at 11 :30 p. m. 

Respectfully submitted, 
Francis D. LAs, M.D., Secretary 


KENT COUNTY MEDICAL SOCIETY 
The regular monthly meeting of the Kent County 
Medical Society was held November 16, 1948 at 
the Frog Farm. 
The meeting was called to order by President 
Vidal at 9:10 P. M. 
The reading of the minutes of the October meet- 


ing was dispensed with. 
continued on page 44 
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Ultraviolet irradiation of plasma destroys not 
only all bacteria but also any viral contaminants 
that might cause homologous serum hepatitis. « 
You may therefore administer irradiated Lyovac 
plasma without danger of hepatitis. « Stable, port- 
able Lyovac Normal Human Plasma (Irradiated) 
is prepared from fresh, citrated, human blood of 
healthy donors, according to regulations of the 
National Institute of Health. The plasma is pooled, 
flash frozen, dehydrated from the frozen state under 


irradiated ! 


prevent 





high vacuum (lyophile process), and sealed under 
vacuum. « Blood substitute of choice for emergencies, 
irradiated Lyovac plasma is quickly restored, 
needs no typing or crossmatching, and each unit 
is osmotically equivalent to two units of whole 
blood. » Lyovac Normal Human Plasma (Irradi- 
ated) is supplied in vacuum bottles to yield 50 cc., 
250 cc. and 500 cc. of restored, irradiated normal 
plasma, or smaller quantities of hypertonic plasma. 
Sharp & Dohme, Philadelphia 1, Pa. 


-Lyovac e 


Normal Human Plasma IRRADIATED 
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DISTRICT SOCIETY MEETINGS 
continued from page 42 

A committee consisting of Doctors Young, 
Hardy and Kent was appointed by the chair to 
present at the December meeting an amendment 
to the by-laws of the society pertaining to the elec- 
tion of associate members to the Kent County Med- 
ical Society. 

The chair also appointed Doctors Taggart, Hud- 
son and Erinakes to act as a nominating committee 
for the annual meeting and also as committee for 
the annual meeting. 

After this short business meeting Dr. Nathan A. 
Bolotow gave an interersting talk and showed some 
excellent colored films on rhinoplasty. 


Respectfully submitted, 
by JosepH C. KENT, M.D. 


Secretary Pro-Tem 
EDL. 


NEWPORT COUNTY MEDICAL SOCIETY 
December 1, 1948 


The Newport County Medical Society held a 
meeting at the Newport Hospital on November 23, 
1948 with twenty-two members attending. 

President Dr. Philomen P. Ciarla called the 
meeting to order at nine p.m. 

The minutes of the previous meeting were read 
and approved. Communications were read. 

Old Business: Dr. Osmond Grimes moved that 
the members of the Newport County Medical So- 
ciety follow the November 24, 1947 recommenda- 
tions of the House of Delegates and the policy set 
forth by the Rhode Island Medical Society relative 
to fees to be charged insurance companies for 
health examinations for insurance. Dr. Michael 
Sullivan seconded this motion. It was approved. 

A motion was made by Dr. John Malone to have 
all insurance companies here in Newport notified 
of this change in fees and to notify all members of 
this Society of the actions of the Society concern- 
ing fees for insurance examinations. This motion 
was seconded by Dr. Michael Sullivan and 
approved. 

The motion was made by Dr. Frank Logler to 
have a copy of a motion, passed in the previous 
meeting, pertaining to blood banks and the Red 
Cross blood program, sent to the local Red Cross 
Chapter. This was seconded by Dr. Osmond 
Grimes and passed. 

Dr. John Malone and Mr. Turner, the new 
superintendent of the Newport Hospital, were 
appointed to discuss the matter of a blood program 
with the local Red Cross Chapter. 

Dr. William Freeman, our guest speaker, who 
is intimately connected with the Massachusetts Red 
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Cross program requested a copy of the previous 
motions. 

There was no new business. 

Dr. William Freeman, pathologist at the Trues- 
dale Hospital in Fall River, spoke on “Papani- 
colaou Smears, Their Aid and Pitfalls”. His dis- 
cussion was highly informative and excellently il- 
lustrated with microscopic and lantern slides. 

After a short question and answer period, Dr. 
Freeman explained the organization and function 
of the Red Cross blood program in Massachusetts. 

The meeting adjourned at 11:05 p.m. Collation 
served. 

Respectfully submitted, 
Joun M. MALone, M.D., Secretary 
Newport County Medical Society 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, December 6, 1948. The meeting was 
called to order by Dr. Philip Batchelder, President, 
at 8:40 p.m. 

Dr. Daniel V. Troppoli, Secretary, read a com- 
munication from the office of the Surgeon General 
of the Department of the Army relative to the pro- 
vision of Medical Military Personnel to meet the 
Military Expansion Program. 

Dr. Troppoli reported that at a recent meeting 
of the Executive Committee a slate of nominees 
for officers of the Providence Medical Association 
for 1949 had been prepared and a printed copy had 
been sent to every member of the Association. He 
reported that this slate would be voted on at the 
annual meeting on January 3, 1949, and that any 
counter nominations from the Association must be 
delivered to him at least ten days prior to the 
January 3 meeting. 

Dr. Philip Batchelder announced as follows: 
(1) The Committee of the Association, consisting 
of Drs. James Hamilton and James F. Boyd, named 
to prepare the tribute to the late Dr. Frederick A. 
Coughlin has submitted the testimonial for the rec- 
ords of the Association. A copy will be sent to Dr. 
Coughlin’s family. (2) The annual meeting of the 
Providence Medical Association will be held on 
Monday, January 3, 1949. (3) Members are urged 
to check the dates now of February 2, 1949, (a 
Wednesday) for the mid-winter meeting of the 
Rhode Island Medical Society to be held at the 
Quonset Air Station ; and the dates of May 11 and 
12 for the 138th annual meeting to be held at the 
Medical Library. 

The Secretary reported that the Executive Com- 
mittee recommended for election to active member- 


ship in the Association Drs. Stanley Simon and 
continued on page 46 
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ETICYLOL 


pil laa 
most potent oral estrogen therapy 


OO ae 








A single 0.02 mg. tablet of Eticylol* (ethinyl estradiol) costs only 
a few cents. This small dose, administered daily, is sufficient to main- 
tain the average menopausal patient. 


Eticylol is not only convenient but is pleasant to take — with no dis- 
agreeable odor or after-taste. The “sense of well-being,” associated with 
the use of naturally occurring estrogens, is usually experienced. Daily 
administration of this steroid sex hormone maintains a relatively stable 
level of estrogen in the body. When therapeutic doses are used, side 


effects rarely occur. 


Ericy.Lo.: Tablets of 0.02 mg. (white), and 0.05 mg (yellow) — bottles of 100 
and 250. 


*Formerly Ethiny) Estradiol-Ciba 


” 
Ciba PHARMACEUTICAL PRODUCTS, INC, SusiwiT, NEW JERSEY 


ETICYLOL (brand of ethiny) estradiol)—Trade Mark Reg. U S. Pat Off 2/1422M 











““MEDICATES THE DIAPER” 


ELIMINATES CAUSE OF DIAPER RASH / 


Every day more physicians rely upon non- 
mercurial DIAPARENE to eliminate the cause 
of diaper rash. 

DIAPARENE provides effective protection 

gainst B. iagenes without irritating 
tender skin. No toxic danger, even if swal- 
lowed. One tablet dissolved in 2 quarts of 
water medicates six diapers, preventing 
ammonia formation up to 15 hours, despite 
repeated wettings. 


For prevention, medicate only night 
diapers. For treat t, medicate all dia- 
=. pers. Easy to use... economical and 
efficient. Prescribe it always, even for 
your most stubborn cases. At drug stores in 
unit packages of 20 and 40 tablets. 


Promoted exclusively through the medical pro- 
fession. Samples to physicians on request. 








HOMEMAKERS’ Propucts CorPORATION 
1 380 Second Ave., New York 10, N. Y. 


" ; E ‘ ' 
{ Please send me, without cost, literature (including 1 


i references and samples) of DIAPARENE to elim- ! 
j inate cause of diaper'rash (ammonia dermatitis). 
| Dr 


1 Address 








I 
| 
Zone State 

















These thousands are 
proof of the satisfaction given by Hanger Artificial 
Limbs. Produced by long-established companies, the 
limb is a well-tried product, and the wearer is assured 
of proper service after purchase. 

High quality materials, sturdy construction, and ex- 
perienced workmanship make a dependable limb nat- 
ural in appearance, graceful in action, and general 
in utility. Proper fit by an experienced Hanger man 
ensures the utmost comfort. 

The reputation and prestige of Hanger Limbs have 
been established in daily use for over 85 years. Today 
more people wear Hanger Artificial Limbs than those 


of any other make. 
HANGER o tines 
LIMBS 


441 STUART STREET 
BOSTON 16, MASS. 
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DISTRICT SOCIETY MEETINGS 
concluded from page 44 
Henry C. McDuff. It was moved, seconded and 
unanimously voted that these two physicians should 
be elected to active membership. 

Dr. Peter Pineo Chase reported that he had been 
requested by Dr. Alex M. Burgess, Vice President 
of the New England Diabetes Association to pre- 
sent the following resolution. 

WuHeErEAs the current week, December 6-12, 
has been designated as Diabetic Detection Week 
by the American Diabetes Association, and, 

Wuereas the public is urged to have urinalysis 
made and, in patients in whom glycosuria is dis- 
covered, to have blood sugar studies carried out, 
and, 

Wuereas the profession is urged to cooperate 
in the attempt to discover as many patients with 
unsuspected diabetes as possible, be it now 

RESOLVED that the Providence Medical Associa- 
tion declares itself in sympathy with the objectives 
of Diabetic Detection Week and urges its member- 
ship to cooperate in the attempt to detect and care 
for as many patients with unsupected diabetes as 
possible. 

It was moved that the resolution be adopted. 
The motion was seconded and passed. 

Dr. Batchelder introduced Miss Nellie R. Dillon, 
Director of the Providence District Nursing Asso- 
ciation who spoke on the work of that organiza- 
tion. Miss Dillon gave a brief history of the start 
of the district nursing association back in 1908. 
During the early years of the Association nurses 
were used to follow up delivery cases, since most 
of the deliveries at that time were done in the home. 
The first duty of district nurses is bedside nursing 
in the home. In 1947, they had made 83,000 visits 
to 4,100 cases. 

Nurses are carefully selected for this position, 
personality and bedside nursing ability are of para- 
mount importance. Furthermore, they stay on cases 
only when a physician is in attendance. The Provi- 
dence Medical Association has a list of standing 
orders for these nurses, but they are used only 
when the doctor is not available. 

The routine calls are made once a day and a 
charge of $1.50 is made for a visit. Courtesy serv- 
ice is extended to doctors. The district nursing 
association is quite anxious to cooperate with the 
doctors. 

Because of lack of funds, the staff has been re- 
duced from fifty-five to thirty-five. Yet calls are 
increasing daily. One factor causing this increase 
is the shorter hospital stay of patients. This in- 
creases the need for home bedside care. In addi- 
tion, because of lack of hospital facility for housing 
chronic cases, these cases are increasing in the 
home. 
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The second speaker of the evening was Dr. 
\lton Pope of the Division of Tuberculosis Con- 
trol, Massachusetts Department of Health who 
spoke on “MODERN ASPECTS OF TUBER- 
CULOSIS CONTROL”. 

Dr. Alton Pope stated that in the last seventy- 
five years, there has been a decrease in commu- 
nicable disease in this country, the greatest in the 
history of medicine. Small pox, scarlet fever, 
measles, diphtheria, typhoid, all have declined. 
Small pox has practically disappeared. In the last 
few years, scarlet fever has dropped from 15% 
to 0.5%. 

In Massachusetts, in the last one hundred years, 
tuberculosis has dropped 92%. In 1849, deaths 
from tuberculosis per 100,000 was 300, in 1939 
it had dropped to 5. 

There was a drop before 1900 even before Pub- 
lic Health services did any good. This means that 
the more susceptible strains were gradually being 
eliminated. General improvement in working and 
economic conditions, plus better nutrition played 
a part. Formally, more females than males were 
affected. In 1939, fifty males to ten females per 
100,000 died. The greatest decrease occurred in 
the young adult group. 

After thirty, the tuberculosis mortality in males 
is far above that in females. Increase in business, 
many older men were in the heavy industries and 
many were working overtime, all these factors 
brought on an increase in tuberculosis in the older 
males. Later, the shortage of nurses made hospital 
facilities shortened so a long waiting list piled up 
although there were many empty hospital beds. 
This of course means exposure of family and 
friends, which in the long run will increase mor- 
bidity and mortality in tuberculosis. 

Only one in ten people who become infected 
actually get their disease or can infect others. Ac- 
tually there is far less disease in the community 
than there was fifty years ago. We are only con- 
cerned with active cases. If we can find active cases 
and isolate them to prevent spreading, we are doing 
well. As the prevalence of the disease decreases, 
we can do more to finally eliminate it. 

We cannot however be complacent about it. It 


will take some decades before the low pre-war level 


of tuberculosis will be reached again from its high 
level now in some European countries. B.C.G. vac- 
cine looks promising and may help toward protec- 
tive vaccination. 

The meeting adjourned at 10:20 p.m. 

Attendance 48. 

Collation was served. 


Respectfully submitted, 
DANIEL V. TROPPOLI, M.D. 
Secretary 
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Born 1820... 
Still going strong 


Yes, Johnnie Walker 
always delivers as 
promised. When you 
savour this smoother- 
than-smooth Scotch, 
you always enjoy 
whisky of superlative 
mellowness and rich- 
ness of flavour to the 


very last sip. 


Both 86.8 proof 


J OHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


Canada Dry Ginger Ale, Inc., New York, N. Y. 
Sole Importer 
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BOOK REVIEWS 





MODERN CLINICAL PSYCHIATRY. By 
Arthur P. Noyes, M.D. Third Edition. 1948. 
Cloth. Price $6.00. Pp. 507. W. B. Saunders 


Company. Philadelphia. 


In order that the genesis, dynamics and mani- 
festations of personality functioning incident to 
the task of living may be stated more fully and 
more clearly, Dr. Noyes has largely rewritten this, 
the third edition of his excellent Modern Clinical 
Psychiatry. The dynamic principles of the psycho- 
neuroses have been presented in more detail. There 
is more complete reference to the psychosomatic 
expressions of the organism, and three new chap- 
ters, Psychotherapy, Shock and Other Physical 
Therapies, and Child Psychiatry have been added. 
In pursuit of his purpose to present a summary 
view of contemporary psychiatry, Dr. Noyes has 
done some things for which his readers should be 
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grateful. He employs lucid, understandable Eng- 
lish ; he presents a narrative of events in time, not 
a mere lifeless “catalogue raisonné” of symptom- 
complexes, and he mercifully avoids the literary 
expansiveness which so often mars and obscures 
writings on psychiatry. 

It is pleasant to note that Dr. Noyes, a protago- 
nist of psychobiology, will have nothing to do 
with the Cartesian dichotomy of mind and body 
which, for three hundred years, has harassed phi- 
losophy and medicine. It is obvious to Dr. Noyes, 
as to the rest of us, that no physician has ever been 
confronted by a mind apart from a body, unless, 
perhaps, he has met an angel or a ghost. What we 
physicians are attempting to diagnose and to treat 
are the manifestations of embodied minds, that is, 
minds which are organic to their bodies ; in a word, 
persons. Therefore, Dr. Noyes says truly, “Psy- 
chobiology stresses the person as a living behaving 
being, whose total life history must be studied as 
well as his so-called mental and physical capacities 
in order to understand his behavior.” And again, 
“It is the effort of psychiatry to reconstruct the 
patient’s behavior in the light of the fullest infor- 
mation possible concerning the physical, chemical, 
physiological, pathological, psychological, educa- 
tional and social factors and influences which have 
been operative in his case. Behavior, however, is 
never an isolated response; it is always a reaction 
of the total personality.” If, for example, a per- 
son says, “I am sad”, he does not ask himself, 
“Where am I sad?” or “With what am I sad?” 
His sadness, anger or good spirits are total reac- 
tions—integrated responses of himself as a living, 
behaving being. It is from this concrete, dynamic 
point of view that Dr. Noyes presents the problems 
of psychiatry. 

We should expect to find, then, as indeed we do, 
discussions of such things as the scope of psy- 
chiatry, the evolution of mental functions, instinct, 
intelligence, consciousness, the function of mind, 
psychic energy, the dynamics of behavior, mental 
mechanisms and motives, the causes and nature 
of mental disease, the symptoms of mental dis- 
ease, the psychobiological constitution and reaction 
types. We meet, of course, informative discussions 
of manic-depression, schizophrenia, paranoia and 


paranoid states and the psychoses of old age; but 
continued on page 50 
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what should appeal especially to physicians in gen- 
eral are the chapters on the Psychoneuroses, on 
Child Psychiatry and on Psychiatry and General 
Medicine inasmuch as these are matters of prac- 
tical and increasing importance about which Dr. 
Noyes has much valuable information to impart. 

To facilitate further reading each chapter is fol- 
lowed by a brief but adequate bibliography. [very 
physician who may wish to absorb his psychiatry 
cito, tuto et jucunde should welcome this volume 
into which Dr. Noyes has skillfully compressed the 
harvest of many years of study and experience. 
We recommend it with confidence. 


Joun E. DonLey, M.p. 





OCCUPATIONAL THERAPY SOURCE 
BOOK. Edited by Sidney Licht, M.D. Pub- 
lished by The Williams & Wilkins Company, 
1948. 


In the first chapter of this book Dr. Licht has 
written an outline of the early history of occupa- 
tional therapy in the field of psychiatry from the 
first century before Christ to the first part of this 
century. The following chapters are excerpts of 
books and articles written by leading advocates of 
“activity treatment” for the mentally ill from Pinel 
to Reid. Careful and wise editing on the part of 
Dr. Licht makes these chapters interesting reading 
despite the rather formal writings of the early 
authors. 

This book will be a good reference for all those 
interested in the fields of psychiatry and occupa- 
tional therapy. It is hoped that it may also help to 
further the interest and knowledge of the work of 
occupational therapy among those in allied fields. 


Mary L. PRATT, 0.T.R. 


Director of Occupational Therapy 
Rhode Island Hospital 
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surgeon at Providence Lying-In Hospital, died at 
his home on December 24, 1948. A native of Provi- 
dence, Dr. Appleton was born December 6, 1887. 
He was educated in the public schools in Providence, 
graduated from Brown University in 1911 and 
from Harvard Medical College in 1915. Before 
joining the staff at Lying-In Hospital, Dr. Appleton 
was engaged in private practice and during World 
War I served in the medical corps. He was a mem- 
ber of the Providence Medical Association, the 
Rhode Island Medical Society, and the American 
Medical Association. 


JOSEPH L. BELLIOTTI, M.D., a staff surg- 
eon at St. Joseph’s Hospital and member of the 
Board of Trustees of State Colleges, died at St. 
Joseph’s Hospital on October 27, 1948. Though 
chiefly associated with St. Joseph’s Hospital dur- 
ing his 28 years as a Providence surgeon, Dr. Bell- 
iotti was a visiting surgeon on the staffs of six 
other Rhode Island institutions. He was appoint- 
ed to the Board of Trustees of State Colleges in 
August, 1947, by Governor John O. Pastore, for 
a three-year term. A former secretary and presi- 
dent of the St. Joseph’s Hospital Staff Association, 
Dr. Belliotti was also a member of the executive 
committee of the Providence Medical Association 
for 5 years. He was a Fellow of the Rhode Island 
Medical Society, the American College of Surg- 
eons and the American Medical Association. A 
veteran of both World Wars, he was a member of 
the Association of Military Surgeons of the United 
States, the Knights of Columbus and the Order of 
Sons of Italy. He was also on the staff of the 
Charles V. Chapin Hospital, Rhode Island State 
Infirmary, the Roger Williams Hospital, Westerly 
Hospital, Miriam Hospital and Notre Dame Hos- 
pital, Central Falls. He was affiliated with the Mal- 
pighi Medical Society, serving as its secretary in 
1930-31 and as president, 1932-33. Dr. Belliotti 
was born in Buffalo, New York, June 23, 1894. 
He was graduated from the University of Buffalo 
in 1916 and soon afterward came to Providence to 
spend two years as an intern at St. Joseph’s and 
the Charles V. Chapin Hospitals. In 1919 and 1920 
he was resident surgeon at St. Joseph’s before 
entering general practice in the latter year, with 
offices on Broadway. During World War I he rose 


PAUL APPLETON, M.D., senior obstetrical 





to the rank of major, serving as an Army surgeon 
at base hospitals. He retired with the rank of lieu- 
tenant colonel in the Medical Reserve Corps. 


JOHN J. CONWAY, M.D., a practicing phy- 
sician in Bristol County and nearby Massachusetts 
towns for more than 40 years, died February 11, 
1948, at his home, after a year’s illness. Born in 
Warren, Rhode Island, on March 18, 1877, Dr. 
Conway received his early educational training in 
Warren schools. Later he enrolled in the George- 
town Medical School, graduating in 1901. He 
served an internship at St. Vincent St. John, Yon- 
kers, New York. He was a member of the Provi- 
dence Medical Association, the Rhode Island Med- 
ical Society and the American Medical Associa- 
tion. 


FRANCIS A. CORBETT, M.D. was born in 
Newport, Rhode Island, on January 16, 1877. He 
attended the public schools in Newport and then 
entered Tufts College Medical School, from which 
he was graduated on June 15, 1898. He was a 
member of the Newport County Medical Society, 
the Rhode Island Medical Society, and the Ameri- 
can Medical Association. Dr. Corbett died October 
29, 1948 at the age of 71. 


FREDERICK A. COUGHLIN, M.D., of 
Providence, Rhode Island, a native of Woonsocket, 
Rhode Island, where he was born on June 13, 1882, 
a graduate of Brown University with the degree 
of Bachelor of Arts in 1904, and a graduate of 
Johns Hopkins Medical School in 1908, died in 
Miami Beach, Florida, on April 19, 1948. Dr. 
Coughlin served his internship at the Boston City 
Hospital from 1908-1910, and later was resident 
surgeon at the Carney Hospital in Boston from 
1910-1913. The following year he was assistant 
visiting physician at St. Joseph’s Hospital in Prov- 
idence. In 1912 he opened an office in Providence, 
Rhode Island, where he devoted his practice ex- 
clusively to surgery until his retirement from 
active work three months prior to his death. He 
was one of the first physicians in Rhode Island to 
use radium. He was a member of the staff of St. 
Joseph’s, Roger Williams, and Rhode Island Hos- 
pital, and he was a Fellow of the American Col- 


lege of Surgeons, a Fellow of the American Med- 
continued on page 55 
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ical Association and a member of the New Eng- 
land Obstetrical and Gynecological Society, the 
Rhode Island Medical Society and the Providence 
Medical Association. During World War I he 
served as a lieutenant in the Army Medical Corps 
for two years. 


CHARLES E. HAWKES, M.D., was born in 
Portland, Maine, on March 26, 1876, and he died 
in Smithfield, Rhode Island, February 2, 1948. 
He was graduated from Harvard University with 
the degree of A.B. in 1898 and from Harvard Med- 
ical School as M.D., (cum laude) in 1901. He 
served as intern at Rhode Island Hospital from 
July 1901 to July 1903. He served in the O. P. D. 
and the House from 1903 to 1926, resigning as 
Visiting Surgeon. He served as Medical In- 
spector of Schools in Providence for eight years, 
being appointed as one of the two original inspec- 
tors by the late Dr. Charles V. Chapin. He served 
as Medical Officer of the New England Telephone 
and Telegraph Company for twenty years, retir- 
ing in 1941. During World War I, Dr. Hawkes 
was a Captain in the Medical Corps and at one 
time was Chief Surgeon at the Base Hospital in 
Camp Sevier, South Carolina. During World War 
II he took an active part in the State Civilian De- 
fense program, acting as Chief of the Medical Unit 
in Smithfield. Dr. Hawkes held membership in 
the University Club, University Glee Club, Wan- 
namoisett Golf Club, Harvard Club of Rhode 
Island, The American Medical Associaion, Rhode 
Island Medical Society and Providence Medical 
Association. He was a charter member and past 
president of the Providence Civitan Club. 


JOHN A. HAYWARD, M_D., served as Chief 
of the Department of Anesthesia at the Roger 
Williams General Hospital from 1925 until the 
time of his death. Dr. Hayward was born in West 
Acton, Massachusetts, on Sepember 11, 1878. His 
early education was obtained at West Acton and at 
the High School at Concord, Massachusetts. He 
attended Harvard University in 1900-1902, and in 
1906 was graduated from Boston University Med- 
ical College. After an internship at the Massa- 
chusetts Homeopathic Hospital he returned to Bos- 
ton University for post-graduate work, doing re- 
search on autogenous vaccines through the year 
1908. He then returned to the Massachusetts 
Homeopathic Hospital, serving as Resident in the 
contagious department through the year 1910. He 
practiced medicine at Biddeford and at Camden, 
Maine. In 1912 and 1913 he was Assistant Super- 
intendent of the Trull Hospital at Biddeford. 
During the First World War, Dr. Hayward served 
with the A. E. F. with the rank of Captain. He was 
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overseas from July 1916 to April 1919. On his 
return he studied anesthesia at Portland, Maine, 
and in 1925 was appointed Anesthetist to the 
Roger Williams General Hospital of Rhode Island. 
Dr. Hayward was a member of the American Med- 
ical Association, the Rhode Island Medical So- 
ciety, and the Providence Medical Association. He 
was a member of the Massachusets Homeopathic 
Medical Society and of the American Institute of 
Homeopathy. He was a past President of the 
Eastern Society of Anesthetists, and of the New 
England Society of Anesthetists. He was Fellow 
of the American Society of Anesthesiologists and 
a Diplomate of the American Board of Anesthesio- 
ology. Dr. Hayward died at the Roger Williams 
General Hospital on January 11, 1948, in his sev- 
entieth year. 


JOHN D. HUBBARD, M.D., died suddenly 
December 9, 1948, at the Roger Williams Gen- 
eral Hospital where he was assistant attending 
surgeon and a member of the executive committee. 
He had been ill only a short time. Dr. Hubbard 
served in the Navy from 1941 to 1945, at Quonset 
Naval Air Station in charge of the medical care 
of families of officers and enlisted personnel, and 
later in North Africa and the Mediterranean area, 
retiring as a lieutenant commander. Before the 
war he was medical examiner for the Cranston- 
Johnston area and he was reappointed in 1946. 
He was born in New York City January 11, 1907, 
and was educated at private schools, Bucknell Uni- 
versity and Hahnemann Medical College, and he 
interned at Roger Williams General Hospital in 
1933 and 1934. He was attending surgeon at the 
State Hospital at Howard, a member of the 
courtesy staff at St. Joseph’s Hospital, a Fellow 
of the American College of Surgeons, and a mem- 
ber of the Providence Medical Association, the 
Rhode Island Medical Society, the American Med- 
ical Association, and the Rhode Island Homeo- 
pathic Society. 


PATRICK I. O'ROURKE, M.D., Physician- 
in-Chief of St. Joseph’s Hospital since 1946, died 
in that hospital on April 3, 1948. Dr. O’Rourke 
was born on January 10, 1887, in County Caven, 
Ireland. He came to this country with his parents 
when he was a boy. He attended English High 
School, Providence ; studied at Brown University 
in Providence, and received his medical degree 
from the University of Maryland in 1909. He in- 
terned at the Mount Hope Retreat, Baltimore, 
Maryland, and at St. Vincent’s Hospital, Bridge- 
port, Connecticut. He engaged in the practice of 
medicine in Providence in 1914, having been 
licensed in the State of Rhode Island in 1911. He 
was a member of the Staff of St. Joseph’s Hos- 


pital for many years, serving as a Visiting Physi- 
Continued on next page 
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cian, Physician to the Tumor Clinic, and later Phy- 
sician-in-Chief. He also served on the Courtesy 
Staff of the Roger Williams General Hospital, and 
he was consultant in medicine at the State Prison 
and Providence County Jail. Dr. O’Rourke was a 
member of the Rhode Island Medical Society, the 
Providence Medical Association and the Ameri- 
can Medical Association. In 1942 and 1943 Dr. 
O’Rourke served as Secretary-Treasurer of St. 
Joseph’s Hospital Staff Association, and as Presi- 
dent in 1944 and 1945. In recognition of his un- 
tiring efforts for the welfare of the children in the 
Mount Pleasant Section of Providence, the State 
Legislature at the January, 1948 session honored 
his memory by passing a resolution renaming the 
State Home and School on Mount Pleasant Avenue 
to the Dr. Patrick I. O’Rourke Children’s Home. 


CHARLES F. PERRY, M.D. was born in 
Norristown, Pennsylvania, September 28, 1868. 
He was graduated from the medical school at the 
University of Pennsylvania when he was 20 years 
old, the youngest man ever to have completed the 
course at that time. He made Block Island his per- 
manent home in 1907, and with the exception of a 
period during World War I when he served in the 
Army Medical Corps, he had been a constant resi- 
dent. He was a charter member of Manisses Chap- 
ter No. 2, Order of Eastern Star, a member of 
Atlantic Lodge of Masons for more than 50 years, 
a member of the Odd Fellows, the Rebekahs, the 
American Legion Post and the First Baptist 
Church of Block Island. Dr. Perry was a member 
of the Rhode Island Medical Society, and the 
American Medical Association. He died December 
18, 1948 in South County Hospital, Wakefield 
after nearly 59 years of service to the people of 
Block Island. 


JOHN I. PINCKNEY, M.D., a leader in the 
fight against tuberculosis in Providence for 24 
years, died October 16, 1948, after a short illness. 
Always on the march against tuberculosis, he in- 
troduced into the state the second mobile tuber- 
culosis preventative unit in the country and he 
built up a consultation system with private physi- 
cians that was one of the best in the United States. 
In addition to his duties as executive secretary and 
medical consultant to the league, Dr. Pinckney as- 
sumed direction of Lakeside Home and Mary Mur- 
ray Preventorium in 1924. He attended Peekskill 
Military Academy and the University College of 
Medicine at Richmond, Virginia, and he was grad- 
uated from the University of Vermont Medical 
School in 1906. He started private practice in Ver- 
mont, and from 1911 on devoted his time to the 
prevention of tuberculosis. He was assistant phy- 
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sician at Westfield, Massachusetts, State Sana- 
torium for three years, assistant superintendent of 
the Rhode Island State Sanatorium for five years, 
superintendent of the Western Maine Sanatorium, 
and tuberculosis clinician to the Michigan Depart- 
ment of Health. Before coming to Providence, Dr. 
Pinckney was with the Massachusetts Department 
of Health, starting there a 10-year preventative 
program against tuberculosis. He was a member 
of the Rhode Island Medical Society, the Provi- 
dence Medical Association, the American Medical 
Association, the Providence Art Club, and he was 
one of the oldest members of the Mount Tom Club. 
Born on April 8, 1879, Dr. Pinckney was in his 
70th year when he died. 


JOHN E. RUIST, M.D., born in Italy on March 
15, 1892, died at his home on May 28, 1948. He 
had been ill eight months. Dr. Ruisi attended Tufts 
Medical School and was graduated in 1912. He 
was a member of the Rhode Island Medical Society, 
the Washington County Medical Society, and the 
American Medical Association. He had been senior 
surgeon at Westerly Hospital since it opened in 
1924, and was consulting surgeon at Homeopathic 
and St. Joseph’s Hospitals in Providence, and 
South County Hospital in Wakefield. Dr. Ruisi 
was president of the Dante Prize Society, the 
Westerly Cooperative Concert Group, and Narra- 
gansett Council, Knights of Columbus. He was also 
a charter member of the Westerly Lions Club. 
During World War I he served 14 months with 
the medical corps of the American Expeditionary 
Forces, holding the rank of Captain. He was dis- 
charged with the commission of Major, a rank he 
subsequently held in the Medical Reserve Corps. 


WALTER C. WEIGNER, M.D., a member of 
the Rhode Island Medical Society, the Providence 
Medical Association, and the American Medical 
Association, died on October 5, 1948, at the age 
of 42. Dr. Weigner was born in Providence on 
March 26, 1906. He graduated from Technical 
High School, Tufts College Pre-Medical School 
in 1923, and Tufts Medical School in 1929. He 
served an internship at the Rhode Island Hospital 
for two years and then went on to do post grad- 
uate work at the National Hospital, Queen Square, 
England. He specialized in Neuro-Psychiatry. 


GUY W. WELLS, M.D., was born in Spring- 
ville, Pennsylvania, July 9, 1891. Much of his life 
was spent in Providence, however. After his grad- 
uation from Brown University in 1916, and later 
from Cornell University Medical School, he re- 
turned to Providence in 1920 as an intern at Rhode 
Island Hospital. After two years of additional 
training as a resident physician at the Peter Bent 
Brigham Hospital in Boston, he entered the prac- 
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tice of internal medicine. He gave generously of 
his time to both the outpatient and ward services 
of the Rhode Island, the Chapin and the Lying-In 
Hospitals, and to the Memorial Hospital in Paw- 
tucket. During the last two years of his life he 
served as chief of the medical service in both the 
Memorial and the Rhode Island Hospitals. From 
1936 to 1941 he served as secretary of the Rhode 
Island Medical Society and during 1947 he was 
president of the Providence Medical Association. 
For a number of years he was a member of the 
House of Delegates of the state society, and both 
before and after World War II he served as the 
member from Rhode Island to the House of Dele- 
gates of the American Medical Association. Soon 
after entering practice in 1924 he joined the Med- 
ical Reserve Corps of the Army as a first lieuten- 
ant, and by study and periods of training rose io 
the rank of major in that organization. In July, 
1941 he was called to active duty, and was Chief 
of the Medical Service of the Station Hospital at 
Camp Devens, Massachusetts. For a period in 1942 
he was assigned to special duty for the procure- 
ment of medical officers in Rhode Island, and then, 
with the activation of the 52nd Station Hospital, 
to that unit as Commanding Officer. His was among 
the first units to land in North Africa after the 
invasion, and there his hospital, located in Oudja, 


had a distinguished record throughout the African | 
campaign. With the invasion of Italy, the hospital | 
was moved to Naples. Dr. Wells remained at its | 


command through all the months of the Italian 


campaign and made of it an organization who.e | 
spirit and record was one of distinction. On release | 
from active duty after the war he continued his | 
leadership in the Organized Reserve Corps of the | 


Army by building up a Hospital Ship Complement 
in Providence. Dr. Wells died on June 14, 1948 
in his 58th year. 
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ResipENce: Warren 1191 FRANCIS L. BURNS, M.D. 











DERMATOLOGY Ear, Nose and Throat 


WILLIAM B. COHEN, M.D. Office Hours by appointment 
Practice limited to 382 Broad Street Providence 
Dermatology and Sy philology 
Hours 2-4 and by appointment-Gaspee 0843 JAMES H. COX, M.D. 








. : 
105 Waterman Street Providence, R. I. Praction Siuieibee Dinan the five 


F. RONCHESE, M.D. By Appointment 
Practice limited to 141 Waterman Street Providence 6, R. I. 
Dermatology and Sy philology GA 6336 
Hours by appointment. Phone GA 3004 ee 
170 Waterman St. Providence 6, R. I. JOS. L. DOWLING, M.D. 


VINCENT J. RYAN, M.D. Practice limited to 
Diseases of the Eye 











Practice limited to 

Dermatology and Syphilology 57 Jackson Street Providence, R. I. 
Hours by appointment Call GA 4313 1-4 and by appointment 

198 Angell Street, Providence, R. I. 


CARL D. SAWYER, M.D. 
Practice limited to 
Dermatology and Syphilology By appointment 
Hours by appointment 210 Angell Street Providence 6, R. I. 
184 Waterman Street Providence, R. I. DExter 2433 








HERMAN P. GROSSMAN, M.D. 
Practice limited to Diseases of the Eye 





BENCEL L. SCHIFF, M.D. 
RAYMOND F. HACKING, M.D. 


Practice Limited to 
Dermatology and Syphilology 
HOURS BY APPOINTMENT 


Blackstone 3175 105 Waterman Street Providence 6, R. I. 
251 Broadway, Pawtucket, Rhode Island 


Practice limited to diseases of the eye 

















